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Our  many  years  funding  leases  for  Doctors  reflects  minimum  exposure,  therefore  eliminating  the  need  for  normal  reserve 
accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American  Medi-Lease  requires  NO  Down-Payment. 

Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment,  which  is  responsible  for  our  total  Service  Leasing  Program  — Exclusive  for  the  Medical  Profession. 


Our  intent  is  always  to  maintain  the  lowest  preferred  rates  and  unprecedented  service,  while  attaining  the  highest  degree  of 
integrity  with  responsible  communication  with  our  customers. 


KEY  ADVANTAGES: 

LEASE : Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 


TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 

costs. 


TERMS:  24-,  36-,  48-,  and  60-month  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun  280- 

280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st  or  15th  of  the  month  eliminating  calendar  referral  for  disbursement 
of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Lessee,  on  request. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable. 


SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 

by  making  a request  to  American  "Medi-Lease"  as  we  assure  Lessees  have  the  most  convenient  and  best  service  affordable. 


TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn-over"  to  another  new  vehicle  approxi- 

mately every  two  years  without  additional  investment. 


PURCHASE  OPTION:  Lessee  has  the  option  to  purchase  any  time  after  12  months  or  at  (present)  end  of  term  value. 


EXAMPLE  LEASE  RATES 


Based  on  NEW  1983  prices  with  availability.  Most  are  luxury -equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Honda  Accord  4 dr. 

Toyota  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW  320i 

Datsun  280  ZX 

Audi  50CX)s 


237.00 

249.00 

253.00 

418.00 

351.00 

346.00 

459.00 


per  month 
per  month 
per  month 
per  month 
per  month 
per  month 
per  month 


Porsche  924 
Mercedes  240  Diesel 
Cadillac  Eldorado 
Mercedes  380  SD 
Mercedes  380  SL 


621 .00  per  month 

439.00  per  month 

490.00  per  month 

772.00  per  month 

889.00  per  month 


Rolls  Royce  Silver  Spirit  2166.00  per  month 


Rates  for  ^ makes  and  models  on  request. 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic.  You  tell  us  what  you  want  (make,  model,  color 
and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  convenience. 


6600  N.  Meridian,  Suite  254,  Oklahoma  Citv,  Oklahoma  73132 

(405)  848-9807 

Oklahoma  Toll  Free  1-800-522-9262 


HOME  OFFICE 
6950  N Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Free  1-800-527-7575 


National  Information  & Customer  Service  — Toll  Free  1-800-527-7575 
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All 


MIAMI  • SHREVEPORT  • PHOENIX  • LOS  ANGELES  • DENVER  • BROWNSVILLE  • OKLAHOMA  CITY  • SAN  DIEGO  • HOUSTOf 


CITY  OF  FAITH 


Medical  and  Research  Center  • Tulsa,  OK  74136 


MEDICINE 

INTERNAL  MEDICINE 


N.  Corder,  M.D. 
tK  Talacki,  M.D. 

OLOGY 

Knight.  M.D. 

W.  Linhart,  M.D. 

. MacNeil.  M.D. 

jCRINOLOGY 

] W.  Moore,  M.D. 

lOENTEROLOGY 


Taylor,  M.D. 

rnOGS  DISEASES 


Edwards.  M.D. 

OLOGY 


Keveney,  Jr.,  M.D. 
f]  M.  Lindsay,  M.D. 

)LOGY 

1 Karathanos,  M.D. 
Richter.  M.D. 

)NARY  MEDICINE 

. Redding.  M.D. 

)LOGY 

F.  Hoge,  M.D. 

^y  J.  Murgo,  M.D. 

F.  Nimeh,  M.D. 


^tTOLOGY 

:iiy  J.  Murgo,  M.D. 

F.  Nimeh,  M.D. 

|th  appraisal  clinic 

jt  O.  Williams,  M.D. 

ERGENCYROOM 

DICINE 

Lnight,  Jr.,  M.D. 

[d  C.  Lauber,  Jr.,  M.D. 

|e  L.  Osborne,  M.D. 

|;nnington.  M.D. 


XI 


SURGERY 

CARDIAC-THORACIC  SURGERY 

H.  Joseph  Holliday,  M.D. 

Jasper  L.  McPhail,  M.D. 

GENERAL  SURGERY 

Ralph  L.  Byron,  M.D. 

David  B.  Hinshaw,  M.D. 

D.  Lewis  Moore,  M.D. 

George  L.  Osborne,  M.D. 

Roger  L.  Youmans,  M.D. 

GYNECOLOGY 

Herbert  S.  Gates,  Jr.,  M.D. 

OPHTHALMOLOGY 

Raymond  E.  Townsend,  M.D. 

ORTHOPEDIC  SURGERY 

C.  Reiff  Brown.  M.D. 

Alan  W.  Holderness,  M.D. 

NEUROSURGERY 

Ronald  E.  Woosley,  M.D. 

OTORHINOLARYNGOLOGY 

Richard  E.  Carlson,  M.D. 

PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 

Lewis  W.  Thompson,  M.D. 

ORAL  SURGERY 

Jerry  L.  Greer,  D.D.S. 

Philip  D.  Marano,  D.D.S. 

UROLOGY 

Edward  M.  Blight,  M.D. 

ANESTHESIOLOGY 

Jonathan  D.  Friend,  II,  M.D. 

Betty  L.  Grundy.  M.D. 

Gary  E.  Hill,  M.D. 


LABORATORY 

MEDICINE 

AND  PATHOLOGY 

Robert  H.  Chappell,  M.D. 

Edward  F.  Goljan,  M.D. 

John  E.  Lewis.  M.D. 

Antonio  R.  Navarrete,  M.D. 
Raymond  J.  Thabet,  M.D. 


PEDIATRICS 

GENERAL  PEDIATRICS 
AND  ADOLESCENT  MEDICINE 

Lynnette  J.  Calvert,  M.D. 

Mona  S.  Mange,  M.D. 

Carl  E.  Pfanstiel,  Jr.,  M.D. 

David  I.  Schrum,  M.D. 

PEDIATRIC  CARDIOLOGY 

Marion  K.  Ledbetter,  M.D. 

PEDIATRIC  GASTROENTEROLOGY 

Sean  J.  Fennell,  M.D. 

PSYCHIATRY 

F.  Paul  Kosbab,  M.D. 

Marianne  E.  Kosbab,  M.D. 

George  E.  ParkhursL  M.D. 

Orlando  P.  Peccora,  M.D. 


RADIOLOGY 

DIAGNOSTIC  IMAGING 

Charles  R.  Gosnell,  M.D. 
Patrick  D.  Lester,  M.D. 

Gilbert  O.  Maulsby,  M.D. 
Kenneth  K.  Wheatley,  M.D. 

RADIATION  ONCOLOGY 

Phillip  W.  Jones,  M.D. 


FAMILY 

AND  COMMUNITY 
MEDICINE 

CITY  OF  FAITH  CLINIC 

Carolyn  M.  Blight,  M.D. 

Robert  J.  Bliss,  M.D. 

Bee  Sun  Lu,  M.D. 

Delbert  O.  Williams,  Jr.,  M.D. 

FAMILY  PRACTICE  CENTER 

Jon  C.  Calvert,  M.D. 

John  R.  Crouch,  Jr.  M.D. 

Frank  G.  Hamilton,  M.D. 

Guy  E.  Henning,  M.D. 

W.  Craig  Sanford,  M.D. 

Edward  F.  Slothour,  M.D. 


Slephone  consultations  day  or  night  • (918)  493-1000 


Have  the  new  pension  laws  got  you  down? 
Why  employ  when  you  can  lease? 


Staff  leasing  will  reduce  your  taxes  and  increase  your  net  earnings 


Your  staff  will  enjoy  superior 
employee -benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• We  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 

\ 

Our  staff  leasing  arrangement  is  also  a recognized  solution  for  those  professional 
corporations  which  are  faced  with  the  affiliated  service  group  problems,  under  IRC 
Section  414  (m). 

^ J 


STAFF  LEASING,  INC. 

The  Employee  Leasing  Company 


IN  OKLAHOMA  CALL 
(405)  943-3310 


IN  TEXAS  CALL 
(214)  343-8682 


POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 
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HEW  T.  . 

OF  MtD.CiNE 

$300,000  of  Protection 

Includes: 

1.  Life  Insurance 

2.  Accidental  Death 

3.  Accidental  Death  by  Common  Carrier 

4.  Coverage  for  loss  of  a limb 

5.  Waiver  of  premium  included 

6.  Economical  rate;  varies  by  age 

Specially  designed  for  OSMA  Members! 

Call  today  about  a plan  for  you! 

Where:  405  236-4681 
Who:  Thomas  A.  Hamilton 

Administrator 

J.  Hawley  Wilson,  Jr. 

OSMA  Group  Life  Insurance  Trust 
500  City  Center  Building 
Oklahoma  City,  Oklahoma  73102 

The  Wilson  Agency 

500  City  Center 
Oklahoma  City,  Oklahoma 

Massachusetts  Mutual  Life  Insurance  Co. 

Springfield,  Massachusetts 
Organized  1851 
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Mohin* 

ibuprofeaUpiohn 

600 mg  Tablets 


ntfdr  your  patients 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


jiAfWei 


Announcing,  ♦♦ 


IVlenol 


acetaminophen 


500 mg 
capsules 


SafetY'Sealed 

New  multiple -protection, 
tamper-resistant  packaging 

X*  Double  glue-flap  carton 
to  discourage  tampering 


acetarninofjhen  . . 

extra  pain  relief . . . contains  no  aspirin 

SO  Capsules-SOOmg  each  I package  Nor  child  resistant 

I NEW  SAFETY  sealed] 

EXTRA-STRENGTH 


3cetam 


inophen 


acetaminophen  CAPSULES 

extra  pain  relief  ...contains  no  aspirin 

50Capsules-500mgeach  1 package  not  child-resistant 


00«5-oi 


© McN,  1902 


85- 


03 


L Plastic  Safety  Seal®  around 
ottle  cap,  imprinted  with 


"TYLENOL® 

Safety  Seal” 


■'"<5 


*®**3'’»inophen 

;no  aspirin 
^OCapates-SOOj;*^ 

WOT 


s?r 

P 


3*  Foil-sealed  bottle 

mouth  to  help  ensure 
product  integrity 


***a«»<oophefi 


‘NS  «irapainr8ll0f... 
w contains  no  aspirin 


Ns,  50  Capsules— 500  wl 
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( McNEIl ) 

McNeil  Consumer  Products  Company 
Fori  Washington,  PA  19034 


(trimethoprim  and  sulfamethoxazole/Roche] 


Bactrim  concentrates  m serum 
and  penetrates  sputum’  -^ 


of  chronic  bronchitis^ 


attacks  H.  influenzae — even 
ampicillin-resistant  strains 


Bactrim  clears  sputum  of 
susceptible  bacteria 

In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens/  ’ One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens.’ 
Bactrim  is  effective  in  vitro  against  most 
strains  of  both  S.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated.^ 


Bactrim  reduces  coughing 
and  sputum  production 


In  three  double-blind  comparisons 
with  ampicillin  q.i.d.,  Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters.’’  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  700  patients.'®  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 

References:  1.  Hughes  DTD,  Bye  A,  Hodder  P:  Adv  Antimi- 
crob  Antineoplastic  Chemother  //2:1105T106,  1971.  2.  Jordan 
GW  et  at  Can  Med  Assoc  J //2:91S-95S,  Jun  14,  1975.  3.  Beck 
H,  Pechere  JC:  Prog  Antimicrob  Anticancer  Chemother  7:663- 
667,  1969.  4.  Quintiliani  R:  Microbiological  and  therapeutic 
considerations  in  exacerbations  of  chronic  bronchitis,  in 
Chronic  Bronchitis  and  Its  Acute  Exacerbations:  Current  Diag- 
nostic and  Therapeutic  Concepts;  Princeton  Junction,  NJ,  Com- 
munications Media  for  Education,  Inc.,  1980,  pp,  9-12. 

5.  Schreiner  A et  at  Infection  6(2):54-56,  1978.  6.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nuticy,  NJ.  7.  Chodosh  S:  Treatment 
of  acute  exacerbations  of  chronic  bronchitis:  results  of  a double- 
blind crossover  clinical  trial,  in  Chronic  Bronchitis  and  Its  Acute 
Exacerbations:  Current  Diagnostic  and  Therapeutic  Concepts. 
Op.  cit.,  pp.  15-16.  8.  Chervinsky  P:  Double-blind  clinical  com- 
parisons between  trimethoprim-sulfamethoxazole  (Bactrim’") 
and  ampicillin  in  the  treatment  of  bronchitic  exacerbations. 
Ibid.,  pp.  17-18.  9.  Dulfano  MJ:  Trimethoprim-sulfamethoxa- 
zole vs.  ampicillin  in  the  treatment  of  exacerbations  of  chronic 
bronchitis.  Ibid.,  pp.  19-20.  10.  Medici  TC:  Trimethoprim-sulfa- 
methoxazole (Bactrim'")  in  treating  acute  exacerbations  of 
chronic  bronchitis:  summary  of  European  clinical  experience. 
Ibid.,  pp.  13- 14. 


b.i.d. 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche) 


"Due  to  susceptible  organisms.  Please  see  next  page  for  summary  of  product  information. 


(trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  piease  consult  complete  product  Information,  a summary  of  which 
follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter,  Proteus 
mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that  initial  episodes 
of  uncomplicated  urinary  tract  Infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note:  The  increasing  frequency  of  resistant  orga- 
nisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  Influen- 
zae or  Streptococcus  pneumoniae  when  in  physician’s  judgment  It  offers  an  advan- 
tage over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of  repeated 
use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  Is  not  Indicated  for  prophy- 
lactic or  prolonged  administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains  of 
Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment 
It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  Ilexnerl  and  Shigella  sonnel  when 
antibacterial  therapy  is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  docu- 
mented megaloblastic  anemia  due  to  folate  deficiency:  pregnancy  at  term;  nursing  mothers 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus;  infants  less 
than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococcal 
tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis. aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides. 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema- 
topoiesis has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders  Frequent  CBC's  are 
recommended,  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin,  reassess  coag- 
ulation time  when  administering  Bactrim  to  these  patients 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C,  Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions:  Erythema  multiforme.  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness, pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis.  Gastro- 
intestinal reactions  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis.  CNS  reactions  Headache,  periph- 
eral neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insom- 
nia. apathy,  fatigue,  muscle  weakness  and  nervousness  Miscellaneous  reactions  Drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L E phenom- 
enon. Due  to  certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide. 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  in  patients,  cross-sensitivity  with  these  agents 
may  exist  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength).  2 
tablets  (single  strength)  or  4 leasp  (20  ml)  b i d for  10-14  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment.  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  If  creatinine  clearance  is  below 

15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b I d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information  for 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100;  Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  20  and 
28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole — bottles  of 
100  and  500.  Tel-E-Dose*  packages  of  100.  Prescription  Paks  of  40  Pediatric  Suspension. 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml);  cherry 
flavored — bottles  of  100  ml  and  16  oz  (1  pint).  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of 

16  oz  (1  pint) 
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The  biggest 
improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  i(deal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  (irop 
below  a certain  level? 

Well,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.  S.  Savings 
Bon(Js.  Now  changed  from 
a fixed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a guaranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 

Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 


. stock\»^ 
iit^^^erica. 

A public  service  of  this  publication 
and  The  Advertising  Council. 


Rising  Costs  and  Falling  Heroes 

Few  if  any  Americans  would  disagree  with 
the  view  that  practitioners  of  the  medical  pro- 
fessions, especially  physicians,  have  suffered  a 
substantial  loss  of  public  stature  and  prestige 
in  the  past  thirty  years.  It  is  true  that  virtually 
all  social  institutions  and  authoritarians  have 
faced  similar  fates  but  the  magnitude  of  the 
loss  has  been  less  spectacular  than  the  deni- 
gration of  the  once  peerless  medical  profession. 

We  are  of  course  anxious  to  discover  the 
causes  of  our  defamation  and  have  sponsored 
numbers  of  projects  dedicated  to  such  dis- 
covery. If  any  of  the  projects  have  succeeded, 
none  has  suggested  an  effective  remedy.  Sort- 
ing out  incalculable  influences  we  blame  the 
media,  the  claims  lawyers,  the  insurance  in- 
dustry, the  bureaucracy,  the  labor  unions,  the 
socialists,  the  hospitals  and  our  own  profes- 
sional organizations.  Some  of  us  have  had  the 
temerity  to  blame  even  ourselves.  Culpability, 
however,  relates  to  causes  rather  than  effects 
and  the  results  of  our  loss  of  stature  are  even 
more  complex  and  possibly  more  obscure  than 
the  causes.  Every  physician  is  affected  by 
every  word  he  reads  and  hears  about  himself, 
his  colleagues,  his  profession  and  its  institu- 
tions. If  the  words  are  complimentary,  he  feels 
good  about  himself,  his  work  and  his  dedica- 
tion. If  they  are  words  of  defamation  or  exces- 
sive criticism  and  condemnation,  he  feels  bad. 
He  feels  threatened  and  resentful. 

A physician’s  ego  is  well-developed  if  not  in- 
satiable. If  it  were  not  he  could  not  have  en- 
dured the  ordeal  of  becoming  a physician.  He  is 
by  nature  and  by  years  of  disciplined  training, 
a sensitive,  responsive  and  perceptive  human 
being.  Thus,  when  he  feels  assaulted  he  per- 
ceives that  he  must  react  defensively.  He  as- 
sumes a defensive,  sometimes  confrontational 
posture  with  all  his  patients,  even  those  who 
have  been  his  friends  for  decades.  He  with- 
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draws  from  an  open,  trusting  relationship  and 
views  his  involvement  with  more  objectivity. 
He  reviews  his  diagnoses  and  treatments  not 
as  they  relate  to  his  experience  and  judgment, 
but  as  they  relate  to  his  potential  liability. 
New  technology  is  appraised  by  the  application 
of  two  standards;  how  it  can  benefit  the  patient 
and  how  it  can  serve  the  physician  in  defend- 
ing the  accuracy  of  a diagnosis  and  the  propri- 
ety of  a treatment.  Essentially,  this  change  in 
the  physician’s  attitude  about  his  role  results 
in  a sharp  increase  in  the  cost  of  medical  care, 
defined  and  categorized  as  defensive  practices. 
But  the  influences  which  result  in  these  prac- 
tices are  much  more  subtle  than  those  which 
explain  the  traditional  concept  of  "defensive 
medicine.”  The  physician  himself  may  deny 
that  he  is  practicing  defensive  medicine,  be- 
lieving that  he  is  practicing  better  medicine,  a 
belief  which,  in  many  circumstances,  is  jus- 
tified. 

Hidden  in  the  shadows  of  such  practices, 
however,  is  the  fact  that  there  has  been  a seri- 
ous diminution  in  the  trust  and  confidence 
once  shared  by  patients  and  physicians.  Today, 
patients,  rarely  accept  with  unquestioning 
faith  what  their  physicians  tell  them.  They 
pursue  second  opinions,  nourish  controversy 
and  harbor  suspicions.  Whether  the  public  wel- 
fare is  thus  more  or  less  secure  is  another 
issue.  The  fact  is,  the  cost  of  medical  care  rises 
as  the  public  stature  of  the  physicians  declines. 

Ironically,  the  loudest  cries  of  outrage  about 
the  rising  cost  of  medical  care  emanate  from 
the  same  sources  which  espouse  the  damnation 
of  physicians,  hospitals  and  the  AMA.  But  as 
we  have  fallen  victim  to  a variety  of  exposes, 
documentaries  and  revelations,  our  patients 
have  fallen  victim  to  unaffordable  prices  for 
their  medical  care.  As  the  attacks  continue,  de- 
fenses will  become  more  elaborate  and  the  cost 
of  medical  care  will  continue  to  rise.  The  rela- 
tionship is  direct  and  the  results  are 
inevitable.  MRJ 
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Upon  the  request  of  Mr 
Lloyd  Rader,  Director  of 
the  Oklahoma  State  De- 
partment of  Human  Ser- 
vices, the  Oklahoma  State 
Medical  Association  pre- 
sented to  him,  in  October, 

1982  a position  paper  re- 
garding the  anticipated 
decline  in  revenue  to  the 
Department  of  Human  Services,  and  the  man- 
ner in  which  this  decline  should  be  treated  in 
financing  the  continuing  services  of  the  De- 
partment. This  task  of  formulating  our  posi- 
tion was  given  to  the  Council  on  Medical  Ser- 
vices, chaired  by  Dr  John  A.  Blaschke  of  Okla- 
homa City.  This  council,  after  long  and  ardu- 
ous consideration  of  the  many  factors  involved 
in  the  problem,  produced  an  excellent  docu- 
ment which  delineated  the  position  of  the 
OSMA  in  brief  and  forthright  manner.  The 
Council  is  to  be  highly  commended  for  this 
paper. 

This  position  paper  was  given  by  hand  to  Mr 
Rader  on  October  14,  1982.  The  main  para- 
graph stated  the  following: 

The  Oklahoma  State  Medical  Associa- 
tion continues  to  regard  the  maintenance 
and  improvement  of  quality  care  as  the 
primary  objective  in  caring  for  all  pa- 
tients. The  objective  of  the  Medicaid  pro- 
gram has  been  stated  to  be  the  provision 
of  acute  medical  care  for  those  patients  in 
the  low  income  groups  who  are  eligible. 

As  Medicaid  funds  are  reduced,  some 
form  of  rationing  must  be  employed  in 
order  to  meet  these  requirements.  The 
first  priority  should  be  medical  necessity, 
which  will  require  setting  priorities  in 
order  of  importance  and  degree  of  life 


threatening  necessity  for  this  care.  The 
elimination  of  less  vital  or  essential  pro- 
grams such  as  medical  transportation, 
family  planning,  alternate  care  programs 
and  a number  of  social  non-medical  pro- 
grams is  essential.  The  reduction  of  al- 
lowed numbers  of  hospital  days,  amount 
of  ancillary  services  rendered  and  physi- 
cian payment  might  also  be  necessary, 
but  must  be  consistent  with  continued 
quality  of  care  and  the  medical  necessity 
of  care. 

In  November,  Mr  Rader  formed  a Task 
Force,  chaired  by  Walter  Brown,  MD,  in  Tulsa, 
whose  mission  is  to  formulate  plans  to  meet  the 
necessary  reduction  in  Medicaid  budget  funds 
for  the  next  fiscal  year.  The  President  of  OSMA 
is  a member  of  this  task  force.  The  group  met 
November  16,  and  is  in  the  process  of  gather- 
ing information  on  this  project.  There  are 
many,  many  unknowns  in  this  equation  at  this 
time,  including  the  amount  of  budget  reduction 
necessary,  revenues  available,  legislative  ac- 
tion forthcoming  (particularly  in  separation  of 
services  from  the  department),  and  disposition 
of  the  Oklahoma  Health  Sciences  Center 
teaching  hospitals,  and  many  others.  The  rec- 
ommendations of  this  Task  Force  to  Mr  Rader, 
and  to  Mr  Henry  Bellmon,  the  new  Director, 
should  play  a key  role  in  the  actions  of  the 
Welfare  Commission  and  the  State  Legislature 
in  the  final  solution  of  this  problem. 

The  position  paper  of  the  OSMA  must  and 
will  be  emphasized  throughout  these  delibera- 
tions. The  Council  on  Medical  Services  should 
receive  all  our  thanks  for  a vital  task  done  in  a 
most  timely  and  excellent  fashion. 
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The  Effects  of  Steroids  on  Soft  Tissue 
and  Intra- Articular  Structure 
A Literature  Review 


GARY  WATTS,  MD 
WILLIAM  A.  GHANA,  MD 

Even  a single  dose  of  steroid  will  produce 
changes  in  connective  tissue  or  articular 
cartilage.  The  clinical  implication  is  that 
steroids  must  not  be  used  indiscriminately  for 
acute  and  chronic  inflammation  of  soft  tissue 
nor  for  synovitis,  effusion  or  hemoarthrosis. 

Abstract 

Experimental  evidence  indicates  that 
glucocorticoid  injections  are  harmful  to  con- 
nective tissues  and  articular  cartilage.  These 
effects  begin  after  a single  injection,  and  are 
cumulative.  They  begin  with  a metabolic  de- 
rangement consisting  of  anti-anabolic  cellular 
effects  progessing  to  frank  catabolism  and  cell 
degeneration.  There  is  early  selective  inhibi- 
tion of  cellular  protein  synthesis.  The  early 
metabolic  alterations  are  reversible;  however, 
they  can  result  in  cell  death.  More  impor- 


tantly, they  predispose  to  irreversible  mechan- 
ical damage  and  anatomic  changes. 

1.  Glucocorticoids  cause  a decrease  in  the 
synthesis  of  all  major  matrix  components. 

2.  The  loss  of  proteoglycan  content  leads  to  a 
decrease  in  cartilage  stiffness. 

3.  In  non-weight-bearing  areas,  the  cartilage 
is  able  to  maintain  its  structural  integrity, 
while  the  impact  of  cyclic  loading  causes  death 
of  cells,  cystic  degeneration  of  matrix,  and  fis- 
suring  in  the  mid-zonal  areas  of  weight- 
bearing cartilage. 

4.  The  experimental  evidence  is  that  even 
single-dose  steroid  injections  will  produce 
change  in  the  articular  surface  of  joints  as 
enumerated  above.  The  clinical  implication  is 
that  steroid  must  not  be  used  indiscriminately 
for  synovitis,  effusion,  or  hemarthrosis. 

Steroids  have  been  an  important  clinical  tool 
for  the  management  of  inflammatory  condi- 
tions of  the  soft  tissues  and  joints  over  the  past 
30  years.  Particularly  important  to  the  clini- 
cian has  been  the  use  of  injectible  glucocor- 
ticoids in  the  short-  and  long-term  man- 
agement of  inflammatory  musculoskeletal  dis- 
orders. 

Hollander,  advocated  intra-articular  steroid 
injection  for  local  management  of  arthritis  in  a 
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classical  paper  published  in  1951.^  His  inves- 
tigation encouraged  local  injection  for  the 
treatment  of  rhematoid  arthritis,  osteoar- 
thritis, "acute  traumatic  arthritis”  (sprain), 
synovitis,  acute  gouty  arthritis,  bursitis,  and 
systemic  lupus  erythematosus.  Hollander  felt 
that  repetition  of  this  treatment  was  appro- 
priate as  needed  and  that  adverse  local  and 
systemic  effects  were  infrequent.  For  the  next 
ten  years,  this  clinical  application  of  steroid 


"Glucocorticoids  are  felt  to 
exert  their  effect  at  the  intracel- 
lular level  by  first  penetrating 
the  cell  membrane  and  then 
binding  to  a specific  cytoplas- 
mic receptor  protein.” 


gained  widespread  acceptance.  However,  even- 
tually articles  began  to  appear  which  sug- 
gested that  there  were  serious  side  effects  fol- 
lowing steroid  injection.--  ^ Case  reports  ap- 
peared demonstrating  that  accelerated  articu- 
lar degeneration  followed  multiple  intra- 
articular  injections  of  steroid  when  used  in  the 
treatment  of  osteoarthritis  and  rheumatoid  ar- 
thritis. Investigations  focused  on  the  metabolic 
and  anatomic  effect  of  steroids  in  the  connec- 
tive and  articular  soft  tissues.  The  purpose  of 
this  paper  will  be  to  define  the  rationale  and 
indications  for  local  steroid  use  based  on  a re- 
view of  its  effects  on  connective  tissues. 

Classification  and  Properties  of 
Glucocorticoids 

Glucocorticoids  are  steroid  molecules  with 
numerous  metabolic  and  physiologic  effects. 
The  existence  of  glucocorticoid  activity  de- 
pends on  the  presence  of  a hydroxyl  group  at 
carbon  number  11  of  the  steroid  molecule. 
Thus,  cortisone  and  prednisone,  which  are 
11-keto  compounds,  lack  glucocorticoid  activ- 
ity until  converted  in  vivo  to  cortisol  (the 
body’s  endogenous  glucocorticoid)  and  predni- 
solone, the  corresponding  11-beta-hydroxyl 
compounds.  This  transformation  occurs  pre- 
dominantly in  the  liver.  Accordingly,  the  local 
or  intra-articular  anti-inflammatory  action  of 
cortisone  is  minimal  compared  with  the  effect 
of  cortisol.  All  glucocorticoid  preparations 
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marketed  for  topical  or  local  use  are 
11-beta-hydroxyl  compounds. 

The  important  differences  between  the  av- 
ailable glucocorticoid  compounds  are  duration 
of  action,  relative  potency,  and  relative 
mineralocorticoid  activity.  Commonly  used 
glucocorticoids  are  categorized  as  short-, 
intermediate-,  and  long-acting  on  the  basis  of 
the  duration  of  ACTH  supression  following  a 
single  dose,  equivalent  in  anti-inflammatory 
activity  to  50  mg  of  prednisone. 

Although  it  is  important  to  consider  the  sys- 
temic effects  of  glucocorticoids  in  those  pa- 
tients treated  by  oral  or  parenteral  therapy,  it 
is  equally  important  to  appreciate  the  local  be- 
havior of  glucocorticoids.  This  behavior  follows 
the  principles  outlined  except  that  soft  tissue 
absorption  must  be  considered.  The  soluble 
glucocorticoid  esters  generally  are  given  intra- 
venously for  rapid  systemic  effect  and  the  less 
soluble  suspensions  are  injected  locally  for  pro- 
longed effects.  It  has  been  well  documented®’ " 
that  intra-articular  injection  of  some  of  the 
more  soluble  compounds  results  in  rapid  ab- 
sorption and  systemic  effects.  Therefore  these 
soluble  compounds  should  be  avoided  for  such 
injections. 

Tissue  Effect  of  Glucocorticoids 

General 

Glucocorticoids  are  felt  to  exert  their  effect 
at  the  intracellular  level  by  first  penetrating 
the  cell  membrane  and  then  binding  to  a 


. . Insoluable  glucocorticoid 
preparations  should  be  re- 
served for  deep  injections  in 
sites  such  as  joints,  bursae,  and 
muscle.” 


specific  cytoplasmic  receptor  protein.®  This 
steroid-receptor  complex  then  enters  the  nuc- 
leus where  it  binds  reversibly  to  chromatin, 
possibly  DNA  itself.  It  modifies  transcription 
of  DNA  into  RNA  thereby  influencing  either 
directly  or  indirectly  the  amount  or  activity  of 
specific  messenger  RNA.  These  messengers 
carry  the  code  for  enzymes  or  other  proteins 
which  produce  the  observed  hormonal  effects. 
Glucocorticoids  are  also  felt  to  have  a direct 
influence  on  the  stability  of  lysosomal 
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membranes®  and  may  participate  in  the  activa- 
tion of  a dermal  protease.^® 

The  tissue  response  to  glucocorticoids  is 
either  catabolic  or  anabolic.  Many  tissues  such 
as  muscle,  skin,  lymphoid,  or  adipose,  undergo 
the  follow  metabolic  changes:  decreased  syn- 
thesis and  increased  degradation  of  protein, 
fat,  RNA,  and  DNA,  and  decreased  uptake  of 
glucose  and  amino  acids.  Conversely,  the  liver 
responds  with  an  increased  production  of  pro- 
teins, RNA,  and  glucose.  In  general,  the  ac- 
tions of  glucocorticoids  on  carbohydrate,  pro- 
tein and  lipid  metabolism  result  in  a sparing  of 
glucose  and  a tendency  to  hyperglycemia. 
Carbohydrate  tolerance  is  decreased. 

Skin  and  Connective  Tissues 

Glucocorticoids  exert  a profoundly  negative 
effect  on  wound  healing.  This  means  a possibil- 
ity for  wound  dehiscence  when  used  locally. 
There  is  a decrease  in  fibrocytes  and  collagen 
formation  resulting  in  an  overall  inhibition  of 
scar  formation. 

Houck^^  found  that  small  subcutaneous 
doses  of  cortisol  led  to  an  immediate  (one  to 
seven  days)  decrease  in  hydroxyproline  (col- 
lagen) and  hexosamine  (ground  substance).  A 
later  study^°  using  intraperitoneal  cortisol  in- 
jections of  a slightly  higher  concentration  re- 
vealed a 22%  decrease  of  insoluble  skin  col- 
lagen within  two  hours,  which  Houck  attri- 
buted to  collagenolysis  secondary  to  direct 
steroid  activation  of  an  extracellular  dermal 
protease. 

Distefano^^  in  1972  recounted  his  experience 
with  steroid-induced  skin  changes.  He  found 
skin  atrophy  to  be  a complication  of  local  injec- 
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tion  with  symptoms  and  signs  outlasting  the 
original  process.  The  injection  of  insoluble 
glucocorticoid  in  intradermal  sites  led  to  at- 
rophy, alopecia,  telangiectasia,  and  hypo- 
pigmentation.  Similar  changes  of  decreased 
severity  and  duration  were  seen  following  deep 
intradermal  and  subcutaneous  injection  re- 
spectively. He  advised  that  insoluble  glucocor- 
ticoid preparations  should  be  reserved  for  deep 
injections  in  sites  such  as  joints,  bursae,  and 
muscle.  Soluble  preparations  were  better  for 
more  superficial  structures. 

Articular  Cartilage  and  Associated 

Structures 

In  general,  cortisol  and  all  of  the  synthetic 
glucocorticoids  inhibit  chondrocyte  production 
of  protein  polysaccharides  (notably  chondroitin 
sulfate),  the  major  constituents  of  articular 
cartilage  ground  substance.  The  degree  of  in- 
hibition correlates  directly  with  steroid  con- 
centration and  has  been  shown  in  tissue 
culture^®  to  occur  even  at  physiologic  cortisol 
concentration  (10%  inhibition).  It  has  been 
proposed  that  the  decreased  synthesis  results 
from  an  inhibition  of  sulfation  of  the  polysac- 
charide portion  of  the  molecule.  The  effects  of 
this  inhibition  are  very  important  because 
there  is  a rapid  turnover  of  ground  substance 
(a  half  life  of  several  days^'*)  which  if  not  re- 
placed, will  lead  to  a loss  of  elasticity  of  cartil- 


"Steroids  used  with  moderation 
in  pharmacological  doses  with 
few  repetitions  may  not  be 
harmful  in  generalized  connec- 
tive tissue  problems  such  as 
rheumatoid  arthritis.” 


age  and  presents  as  the  changes  of 
chondromalacia.^® 

In  some  studies  the  inhibition  of  protein  of 
polysaccharide  production  has  approached  80% 
with  high-dose  intra-articular  injections.  The 
inhibition  and  subsequent  time  for  recovery^® 
of  synthesis  seems  to  increase  in  a cumulative 
manner  with  repeated  frequent  injections.  Ar- 
ticular cartilage  is  suppressed  in  an  analagous 
manner.^-  Mankin’  demonstrated  a 40% 
decrease  in  the  synthesis  of  collagen  in  rabbit 
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articular  cartilage  within  two  hours  after 
intra-articular  cortisol  administration.  The 
inhibition  is  again  dose-related  and  recovery  is 
prolonged  with  cumulative  injections.  This 
dose  activation  was  confirmed  in  another  paper 
by  Mankind®  in  which  rabbit  cartilage  synth- 
esis of  collagen  was  inhibited  for  three  and 
fourteen  days  after  single  intra-articular  cor- 
tisol injections  of  0.25  mg  and  2.5  mg  respec- 
tively. The  effects  of  decreased  collagen  synth- 
esis in  articular  cartilage  are  not  so  im- 
mediately apparent  since  the  collagen  half  life 
is  much  longer.  A paper  by  Vitto^^  in  1971 
compared  the  effects  of  the  newer  synthetic 
glucocorticoids  to  those  of  cortisol  on  collagen 
biosynthesis  by  chick  embryo  cells.  He  found 
that  fluocinolone  acetonide,  fluclorolone 
acetonide,  betamethasone- 17- valerate,  flu- 
prednyliden-21-acetate,  and  hydrocortisone 
acetate  all  inhibit  collagen  biosynthesis 
equally  when  given  in  equivalent  amounts. 

A study  of  the  effect  of  glucocorticoid  excess 
on  human  connective  tissue  cells  in  vitro  was 
carried  out  by  Castor. He  obtained  synovial 
tissue  from  fresh  amputation  specimens  and 
cultured  these  specimens  with  hydrocortisone, 
methylprednisone,  and  prednisolone.  Induced 
modifications  of  cell  function  included  acceler- 
ated proliferation,  reduced  cell  volume,  re- 
duced hyaluronate  synthesis,  and  decreased 
collagen  deposition.  These  changes  were  rever- 


”Anatomic  abnormalities  of  ar- 
ticular cartilage  resulting  from 
glucocorticoid  use  are  well 
documented.  They  again  ap- 
pear to  be  related  to  the  dose 
and  frequency  of  injection,  with 
cumulative  effect.” 


sible  with  variable  lag  periods  ranging  from 
days  to  weeks  upon  omission  of  the  steroid 
from  the  tissue  culture. 

Anatomic  abnormalities  of  articular  cartil- 
age resulting  from  glucocorticoid  use  are  well 
documented.'^' They  again  appear  to 
be  related  to  the  dose  and  frequency  of  injec- 
tion with  cumulative  effect.  Grossly,  one  sees 
dull,  grey  white  cartilage  with  small  irregular 
whitish  plaques  within  the  cartilage.  Micro- 
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scopic  changes  are  loss  of  ground  substance, 
fibrillation,  fissuring,  and  cystic  changes. 
Chondrocyte  nuclear  degeneration  occurs  in 
the  tangential  and  transitional  layers. 

Ultrastructurally  there  are  changes  which 
consist  of  decreased  cell  size,  underdeveloped 
endoplasmic  reticulum,  bloating  of  the  golgi 
apparatus  and  glycogen  deposition.  Later  re- 
gressive changes  include  cytoplasmic  vacuoles, 
osmophilic  inclusions  and  cell  death  with  for- 
mation of  fibrillar  microscars  in  the  matrix. 

The  model  of  glucocorticoid  effect  on  articu- 
lar cartilage  proposed  by  Behren^i  describes 
the  sequence  of  changes  in  the  articular  cartil- 
age of  rabbits  after  intra-articular  glu- 
cocorticoid injection.  He  found  a progressive 
loss  of  proteoglycan  (protein  polysaccharide) 
concentration  in  the  matrix  with  repeated 
steroid  injections.  The  creep  displayed  by  ar- 
ticular cartilage  is  proportional  to  the  proteo- 
glycan concentration.  In  weight-bearing  joints, 
a loss  of  stiffness  leads  to  increased  compres- 
sion of  the  cartilage  under  loading.  Because 
the  surface  layer  which  consists  mainly  of  col- 
lagen fibers,  has  a greater  stiffness  than  the 
middle  layer,  this  increased  compression  af- 
fects mainly  the  middle  zone,  where  it  causes 
direct  mechanical  damage  to  the  chondrocytes 
resulting  in  cell  death  and  cystic  degeneration. 
The  changes  in  cartilage  stiffness  secondary  to 
proteoglycan  loss  may  affect  the  load-bearing 
properties  of  the  collagen  fibers  in  two  ways: 
repeated  overload  of  the  surface  layers  could 
fatigue  and  fracture  the  collagen  fibers,  and  an 
increase  in  cartilage  deformation  will  increase 
the  tangential  forces  at  the  surface  and  possi- 
bly lead  to  a disruption  of  collagen  fibers.  Both 
mechanisms,  if  applicable,  could  explain  the 
progressive  fissuring  observed  on  all  weight- 
bearing surfaces. 

Current  Orthopedic  Usage  of 
Glucocorticoids 

The  current  indications  and  methods  for 
local  steroid  treatment  of  musculoskeletal  dis- 
orders are  not  well  defined.  Several 
rheumatology  texts'^®  have  sections  on  steroid 
use  which  refer  to  oral  therapy  for  rheumatoid 
arthritis.  It  is  likely,  that  local  steroid  injec- 
tions are  still  administered  in  much  the  same 
way  as  Hollander^  recommended  in  1951,  and 
despite  the  body  of  evidence  which  documents 
the  adverse  local  effect  of  steroid,  Hollander,®^ 
as  recently  as  1974,  continued  to  advocate  the 
use  of  multiple  intra-articular  steroid  injec- 
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tions  in  the  treatment  of  rheumatoid  arthritis. 
Steroids  used  with  moderation  in  the  pharma- 
cological doses  with  few  repetitions,  may  not  be 
harmful  in  generalized  connective  tissue  prob- 
lems such  as  rheumatoid  arthritis.  On  the 
other  hand  the  rationale  for  similar  use  in 
osteoarthritis  or  in  traumatic  inflammation  of 
a joint  is  not  supported  due  to  the  evidence  of 
deleterious  effects  of  the  steroid  on  articular 
cartilage.  The  best  available  evidence  supports 
the  approach  that  steroids  should  be  avoided 
for  intra-articular  use  except  for  short-term 
symptomatic  relief  in  the  elderly  patient  with 
radiographic  evidence  of  articular  degenera- 
tion. Non-articular  injection  may  be  used  spar- 
ingly for  acute  and  chronic  inflammation  in 
soft  tissues.  The  exception  would  be  tendons 
about  weight-bearing  joints. 
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Subject:  Estrogen  Replacement  in  the  Meno- 
pause — 1981,  (Board  of  Trustees  Report  X, 
1-80) 

Presented  by:  William  D.  Dolan,  MD,  Chair- 
man 

Referred  to:  Reference  Committee  E (John  J. 
Gaughan,  MD,  Chairman) 

The  Council  on  Scientific  Affairs,  in  re- 
sponse to  one  element  of  Recommendation  5 of 
Board  of  Trustees  Report  X,  "Ad  Hoc  Commit- 
tee on  Women  Physicians  in  Organized 
Medicine,”  which  was  referred  to  the  Board  at 
the  1980  Interim  Meeting,  has  considered  cer- 
tain aspects  of  the  medical  treatment  of  the 
menopausal  woman.  Physicians  and  their  pa- 
tients have  become  understandably  appre- 
hensive because  of  recent  reports  relating  an 
increase  in  endometrial  cancer  to  the  post- 
menopausal use  of  estrogen  compounds. 

In  July  1977,  the  Commissioner  of  the  FDA 
issued  a new  warning  for  the  labeling  of  all 
estrogenic  compounds.^  In  September  1979  an 
NIH  Consensus  Development  Conference  was 
held  on  "Estrogen  Use  and  Post-Menopausal 
Women.”^  It  is  the  intention  of  this  report  to 
place  these  presentations  and  certain  sub- 
sequent commentary®-*  in  perspective  for  the 
practicing  physician. 
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Benefit  of  Estrogen  Therapy 

1.  Relief  of  vasomotor  flushes 

An  estimated  75%  of  women  experience 
vasomotor  flushes  in  the  peri-menopausal 
period  or  later,  and  the  problem  continues  for 
five  years  or  more  in  20%  of  these  women.  Al- 
though a placebo  effect  has  been  demonstrated 
consistently,  estrogen  has  a further  significant 
effect  in  reducing  the  intensity  and  the  number 
of  episodes.  Estrogen  is  the  most  effective  drug 
for  this  indication.  Other  drugs  that  have  been 
used  (eg,  when  estogren  is  contraindicated) 
and  that  are  less  effective,  include  medroxy- 
progesterone, clonidine,  and  propranolol. 
Symptoms  may  be  expected  to  appear  after  dis- 
continuation of  estrogens,  and  a gradual  with- 
drawal regimen  best  alleviates  this  problem. 
The  dosage  necessary  to  control  or  reduce 
vasomotor  flushes  varies  considerably  from 
person  to  person  and  from  one  estrogen  prep- 
aration to  another. 

2.  Vaginal  atrophy 

Many  post-menopausal  women  experience 
symptoms  referable  to  atrophy  of  urogenital 
tissues  (eg,  vaginal  irritation,  dyspareunia, 

**  This  report  is  not  intended  to  serve  as  a standard  of  medical  care:  standards 
of  medical  care  are  determined  locally,  are  constantly  subject  to  change  and 
are  established  on  the  basis  of  all  the  several  facts  of  the  individual  case. 
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symptoms  of  sterile  urethritis).  The  vagina, 
urethra,  and  bladder  trigone  share  a common 
embryological  origin  and  all  respond  to  es- 
trogen therapy.  Estrogen  stimulates  pro- 
liferation of  vaginal  and  urethral  epithelium 
and  relieves  these  conditions.  Topical  estrogen 
preparations  can  relieve  these  symptoms,  but 
oral  dosage  forms  are  also  effective.  Atrophic 
urogenital  symptoms  may  recur,  and  then  re- 
spond each  time  to  yet  another  course  of  treat- 
ment. 

3.  Osteoporosis 

The  incidence  of  osteoporosis  increases  when 
endogenous  estrogen  production  is  reduced  by 
natural  or  surgical  menopause.  Because  of  this 
complication  of  aging,  25%  of  Caucasian 
women  over  60  years  of  age,  suffer  vertebral 
compression  fractures.  It  is  thought  that 
women  of  slight  frame,  fair  complexion,  seden- 
tary habits  or  with  a family  history,  as  well  as 
those  who  smoke  tobacco,  imbibe  excessive  al- 
cohol, or  take  steroid  treatment,  are  at  risk. 
Black  women  seem  to  be  relatively  immune. 
Fractures  of  the  hip  and  other  bones  are  even 
more  frequent  in  elderly  women,  as  is  the  at- 
tendant morbidity;  and  the  mortality  rate  as- 
sociated with  hip  fractures  is  up  to  15%.  Re- 
placement of  estrogen  neither  stimulates  bone 
formation  nor  results  in  replacement  of  lost 
bone  tissue,  but  does  prevent  further  bone  re- 
sorption in  the  post-menopausal  woman.  Well 
controlled  studies  also  have  suggested  that  es- 
trogen therapy  may  reduce  the  incidence  of 
both  vertebral  and  long  bone  fractures. 

Treatment  is  most  effective  when  given  be- 
fore significant  bone  loss  has  occurred,  and  can 
delay  bone  loss  for  at  least  eight  years;  infor- 
mation on  the  effects  of  longer  use  is  not 
available.  When  estrogen  treatment  is  with- 
drawn, bone  loss  resumes.  Prophylactic  treat- 
ment for  osteoporosis  probably  requires  only 
small  doses  of  estrogens,  while  higher  doses  to 
prevent  further  bone  loss  may  be  required  in 
symptomatic  women. 

While  there  is  general  agreement  that 
women  who  undergo  premature  menopause 
should  receive  replacement  therapy  until  the 
age  of  40  to  45  years,®  to  retard  the  early  onset 
of  bone  loss  that  would  otherwise  occur,  pre- 
vention of  osteoporosis  is  a less  firm  indication 
for  post-menopausal  estrogen  treatment  than 
the  above  indications.  Many  physicians  give 
serious  consideration  to  instituting  prophy- 
lactic treatment  in  women  whom  they  judge  to 


be  at  risk  of  the  disease.  The  optimal  duration 
of  such  treatment  has  not  been  determined,  but 
is  probably  nine  years  at  least.®  In  all  meno- 
pausal women  adequate  calcium  intake  should 
be  assured  and  regular  exercise  encouraged. 

4.  Other  indications 

It  has  long  been  held  that  surgical  meno- 
pause before  age  40  required  estrogen  supple- 
mentation because  of  its  protective  effects 
against  atherosclerosis  as  well  as  prevention  of 
the  above  symptoms.  This  has  recently  been 
supported  by  a case  control  study  of  experience 
in  American  nurses.^® 

Estrogen  therapy  may  also  prevent  athero- 
sclerotic vascular  complications  in  older 
post-menopausal  women.  It  is  well  established 
that,  until  the  menopause  occurs,  women  are 
protected  against  the  development  of  coronary 
artery  disease  manifestations.  One  hypothesis, 
in  explanation  of  this  finding  is  that  this  pro- 
tection is  lost  when  the  high  levels  of  circulat- 
ing estrogen  that  typify  the  pre-menopausal 
state  are  reduced  to  levels  found  in  men. 
Furthermore,  estrogen  administration  has 
been  shown  to  improve  the  serum  high  density 
lipoprotein  (HDL)  level  which,  according  to 
current  epidemiological  data,  is  thought  to  be 
protective  against  atherogenesis. 

A retrospective  review  of  medical  records  in 
a Los  Angeles  retirement  community  has  re- 
vealed by  the  case  control  method  that  the  un- 
treated menopausal  woman  suffers  fatal 
myocardial  infarction  more  often  (2.3x)  than 
her  estrogen  treated  counterpart. “ 

In  men  who  had  survived  a myocardial  in- 
farction, there  has  been  no  demonstrable  im- 
provement in  longevity  from  the  adminis- 
tration of  estrogen,  but  like  the  question  of 
thrombophlebitis  with  the  contraceptive  pill, 
this  is  an  entirely  different  issue  than  the 
primary  prevention  of  arteriosclerotic  heart 
disease  in  the  estrogen  deficient  woman. 

Psychogenic  disturbances  (eg,  anxiety,  nerv- 
ousness, insomnia,  fatigue)  that  are  often  as- 
sociated with  vasomotor  flushes  may  be  re- 
lieved by  estrogen.  For  other  psychogenic  con- 
ditions requiring  treatment,  a drug  more 
specific  for  the  indication  many  be  utilized  (eg, 
antianxiety  agent). 

Estrogen  therapy  may  also  cause  an  im- 
provement in  emotional  stability  and  tissue 
tone  in  some  post-menopausal  women;  how- 
ever, these  are  very  difficult  to  measure  for 
purposes  of  objective  comparison. 
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Risks  of  Estrogen  Therapy 

1.  Endometrial  Cancer 

The  incidence  of  endometrial  cancer  in 
post-menopausal  women  not  treated  with  es- 
trogen is  approximately  1 per  1,000  women  per 
year.  Three  case  studies  have  alleged  that  es- 
trogen therapy  is  associated  with  a two  to 
eightfold  increase  in  the  relative  risk  of  de- 
veloping endometrial  cancer  when  conjugated 
estrogens  were  used  in  daily  doses  of  0.625  to 
1.25  mg  for  two  to  four  years.  The  risk  of 
endometrial  cancer  seemed  to  decline  after  dis- 
continuation of  therapy.  It  seemed  to  be  seen 
less  in  women  with  such  predisposing  factors 
as  obesity  and  nulliparity.  Most  important, 
there  is  evidence  to  suggest  that  tumors  aris- 
ing from  estrogen  administration  may  be  less 
"aggressive”  than  those  otherwise  encountered 
and  under  proper  surveillance  techniques, 
such  early  tumors  may  yield  5 year  survival 
rates  of  90%  to  95% . 

Case  control  studies  are  not  always  valid  due 
to  certain  inherent  difficulties  encountered 
with  such  studies,  in  which  a group  of  patients 
with  endometrial  cancer  is  compared  with  a 
group  free  of  the  disease  as  to  their  previous 
use  of  estrogen.  There  is  no  experimental  con- 
trol on  other  important  unanticipated  para- 
meters that  may  correlate  with  the  drug  usage, 
the  data  is  gleaned  retrospectively,  rates  of  pa- 
tient refusal  to  cooperate  may  be  high  and  the 
means  used  to  select  matching  patients  are 
often  subject  to  challenge. 

Each  of  these  three  studies  has  been  objected 
to  on  one  or  another  of  these  grounds  and  they 
do  not  agree  with  two  earlier  studies  and  one 
recent  prospective  study  that  found  no  rela- 
tionship between  the  incidence  of  endometrial 
cancer  and  estrogen  usage. Furthermore, 
care  was  not  taken  to  confirm  the  histologic 
diagnosis  of  malignancy  and  atypical 
hyperplasia.^ 

The  observations  are  consistent,  however, 
with  data  from  experimental  animals  in  which 
the  frequency  of  carcinomas  of  the  breast,  cer- 
vix, vagina  and  liver  are  increased  by  the 
long-term  administration  of  estrogenic  sub- 
stances. They  are  supported  indirectly  by  the 
observation  that  relative  risk  increases  with 
increasing  dosage  and  duration  of  use,  and  by 
the  fact  that  incident  rates  of  endometrial 
cancer  have  increased  in  eight  different  re- 

10 


gions  of  the  country  in  a fashion  paralleling 
the  increased  use  of  estrogens  nationwide  in 
medical  practice.  However,  the  increased  inci- 
dence of  carcinoma  was  not  accompanied  by  a 
corresponding  increase  in  regional  (or  na- 
tional) mortality  from  the  disease.  This  may  be 
because  of  earlier  treatment  of  the  disease,  but 
again  could  be  because  the  histological  re- 
sponse of  the  endometrium  to  estrogen  therapy 
may  often  represent  a low-grade  neoplastic 
process  that  is  less  than  malignant. 

The  increased  risk  of  endometrial  cancer  was 
associated  primarily  with  conjugated  es- 
trogens, but  this  probably  reflects  the  wider 
use  of  this  estrogen  form.  All  estrogens  have 
the  same  intracellular  mechanism  for  action 
and,  until  proven  otherwise  are  presumed  to 
have  the  same  therapeutic  and  adverse  effects. 
Cyclic  estrogen  therapy  is  thought  to  be  less 
hazardous  than  continuous  administration. 

Evidence  to  support  the  addition  of  a proges- 
tin to  the  cyclic  estrogen  regimen  is  increasing. 
Women  treated  with  an  estrogen-progestin 
combination  have  a lower  incidence  of  endo- 
metrial cancer  than  women  treated  with  es- 
trogen alone.  The  progestin  should  be  adminis- 
tered for  the  last  7 to  10  days  of  estrogen 
treatment  for  maximum  effectiveness.  With- 
drawal bleeding  may  occur  with  the  cyclic  re- 
gimen and  may  be  reduced  by  lowering  the 
dose  of  estrogen.  Withdrawal  bleeding  can  be 
expected  to  occur  more  commonly  in  the  early 
menopausal  years.  The  ability  of  progestin  to 
decrease  the  incidence  of  endometrial  cancer 
may  be  related  to  two  mechanisms.  First,  pro- 
gestin reduces  the  level  of  estrogen  receptors  in 
the  endometrial  cells.  Second,  progestin  in- 
creases estradiol  dehydrogenase  activity  in  the 
endometrium,  which  eventually  decreases  the 
intracellular  pool  of  estradiol. 

2.  Abnormal  uterine  bleeding  is  a common 
complication  of  estrogen  administration  and 
must  be  considered  a disadvantage.  Each  time 
it  occurs,  the  possibility  of  an  underlying 
malignancy  must  be  excluded  by  curettage  of 
the  endometrium.  Downward  adjustment  of 
the  dose  of  estrogen  and  cyclic  use  of  a proges- 
tational agent  may  help  to  control  such 
"break-through  bleeding.”  Even  in  the  absence 
of  frequent  bleeding  an  annual  Pap  smear,  and 
some  authorities  feel  an  annual  endometrial 
biopsy,  should  be  done.^ 

3.  Other  Adverse  Effects 

Other  more  immediate  complications,  which 
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are  common  to  the  use  of  oral  contraceptives, 
include  an  increased  incidence  of  gallbladder 
disease;  and,  if  higher  doses  than  rec- 
ommended for  the  menopause  are  used, 
thromboembolic  disease,  benign  hepatic 
adenomas,  hypertension  and  glucose  intoler- 
ance. Estrogen  use  may  stimulate  fibroid 
growth,  fluid  retention,  breast  enlargement 
and  have  undesirable  effects  on  several  pre- 
existing disease  processes. 

There  have  been  some  attempts  to  identify  a 
possible  relationship  between  menopausal  es- 
trogen therapy  and  breast  cancer.  Both  a 
slightly  increased  risk  and  a protective  effect 
have  been  suggested  by  different  studies.  Evi- 
dence to  date  has  failed  to  clearly  identify  any 
additional  risk. 


Estrogen  Preparations 

In  the  United  States,  the  estrogen  prepara- 
tion most  often  used  for  replacement  therapy  is 
oral  conjugated  estrogens.  However,  any  es- 
trogenic preparation  is  effective  and  oral,  topi- 
cal and  parenteral  administration  may  be  em- 
ployed. No  combined  estrogen-progestin  pro- 
ducts in  dosage  sizes  appropriate  for  replace- 
ment and  no  estriol  preparations  are  marketed 
currently  in  the  United  States.  Estriol  has 
been  suggested  to  be  a safer  estrogen  that  may 
be  protective  against  breast  cancer  and  does 
not  stimulate  the  endometrium.  Controlled 
studies  are  not  available  to  support  this  con- 
tention. 

It  is  probable  that  equivalent  therapeutic 
doses  of  all  estrogens  have  similar  effects.  At 
this  time,  no  estrogen  has  been  shown  to  be 
safer  than  any  other.  The  route  of  adminis- 
tration and  the  relative  potency  of  an  estrogen 
preparation  may  affect  dosage  requirements 
and  have  effects  on  organ  systems.  For  exam- 
ple, a lower  total  dose  of  estrogen  may  be  effec- 
tive when  symptoms  are  due  to  vaginal  at- 
rophy only  and  a topical  preparation  is  used. 
Topical  estrogens  are  readily  absorbed  and  also 
have  systemic  effects;  therefore,  they  should 
not  be  used  when  there  are  contraindications 
to  estrogen  treatment.  Oral  preparations, 
which  are  absorbed  and  transported  into  the 
portal  system,  probably  have  more  influence 
on  hepatic  function  than  parenteral  estrogen 
forms.  Parenteral  and  depot  preparations  pro- 
vide a relatively  constant  stimulatory  hor- 
monal milieu. 


Relative  Risk  Assessment 

In  deciding  whether  a woman  having  meno- 
pausal symptoms  deserves  estrogen  therapy 
the  physician  must  provide  the  information 
which  can  allow  an  informed  decision.  There  is 
risk  in  using  any  drug,  and  this  must  be  bal- 
anced against  the  risk  of  not  using  it.  In  this 
instance,  one  must  balance  the  possibility  of 
uterine  bleeding,  the  desirability  of  annual 
endometrial  cytologic  or  histologic  evaluation 
and  the  dubious  and  remote  hazard  of  uterine 
cancer  at  some  later  date  against  the  nuisance 
and  embarrassment  of  hot  flashes,  the  com- 
promise of  vaginal  secretions,  the  risk  of 
myocardial  infarction,  and  the  risks  of  os- 
teoporosis. 

In  the  case-control  studies  relating  endomet- 
rial cancer  to  two  to  four  years’  exposure  to 
estrogen  therapy,  the  risk  of  cancer  fatality  is 
of  a lesser  order  of  magnitude  than  that  em- 
braced by  the  habit  of  smoking  one  pack  of 
cigarettes  per  day,  assuming  those  studies  are 
valid.  The  woman  patient  should  also  under- 
stand that  those  studies  included  larger  doses 
of  estrogen  than  are  recommended  today  and 
that  there  are  other  reasons  to  doubt  the  pre- 
cision of  those  estimates,  so  that  the  risk  may 
be  even  less  than  this. 

Estimates  of  benefit  are  even  more  difficult 
to  assess  with  any  precision;  the  control  of  hot 
flashes  and  of  vaginal  atrophy  can  be  promised 
with  some  certainty,  but  the  value  of  this  must 
be  a subjective  judgment  by  the  patient.  The 
prevention  of  osteoporosis  and  hip  or  vertebral 
fracture  may  be  the  most  important  benefit 
from  estrogen  replacement,  but  in  the  absence 
of  precise  measurements  of  bone  density  and  a 
large  enough  double-blind  controlled  study,  es- 
timates of  this  benefit  remain  quite  imprecise. 
The  protection  against  myocardial  infarction 
has  not  yet  been  fully  accepted,  but  must  also 
be  included  on  the  benefit  side  of  the  equation. 
The  other  undesirable  effects  of  treatment  are 
largely  temporary  and  will  have  their  own  im- 
pact upon  the  individual  decision  to  take  long- 
term replacement  therapy. 

The  Council  on  Scientific  Affairs  rec- 
ommends that  the  AMA  support  the  following 
for  the  management  of  the  menopause: 

1.  As  with  any  form  of  drug  treatment,  es- 
trogens should  be  utilized  only  for  respon- 
sive indications,  in  the  smallest  effective 
dose,  and  for  the  shortest  period  that 
satisfies  therapeutic  need. 
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2.  Estrogens  are  effective  in  the  treatment 
and/or  prevention  of  vasomotor  flushes, 
atrophic  urogenital  conditions,  and  prob- 
ably osteoporosis,  as  noted  above.  Recent 
evidence  supports  a protective  effect  also 
against  certain  complications  of  arterio- 
sclerotic heart  disease. 

3.  Treatment  is  initiated  with  a low  dose  of 
oral  estrogen.  A topical  preparation  may 
be  useful  if  atrophic  vaginal  symptoms 
are  present. 

4.  Estrogen  is  administered  cyclically  to 
women  with  intact  uteri  to  avoid  continu- 
ous stimulation  of  the  endometrium.  Es- 
trogen is  administered  for  three  out  of 
four  weeks  (or  25  days  of  each  month)  and 
a progestin  may  be  added  to  the  regimen 
on  the  last  7 to  10  days  of  estrogen  treat- 
ment. 

5.  Any  abnormal  unscheduled  vaginal 
bleeding  must  be  investigated  promptly. 
Periodic  (eg,  1-2  years)  histologic  sampl- 
ing of  the  endometrium  should  be  per- 
formed whether  or  not  there  is  with- 
drawal bleeding.  Yearly  monitoring 
should  also  include  breast  and  pelvic  ex- 


12 


amination  and  measurement  of  blood 
pressure. 

6.  The  only  fully  accepted  contraindication 
to  estrogen  replacement  therapy  is  the 
presence  of  an  estrogen  dependent  neo- 
plasm of  the  breast. 

7.  As  in  all  therapeutic  decisions  the  pa- 
tient should  participate  in  this  decision  to 
use  estrogen  replacement  therapy  after 
discussing  with  her  physician  the  risks 
and  benefits  involved  in  her  instance,  and 
after  experiencing  the  possible  subjective 
benefits. 
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OSMA  Public  Opinion  Survey  Assesses 
Attitudes  On  Issues  In  Medicine 


Earlier  this  year  the  Oklahoma  State  Medical 
Association  (OSMA)  commissioned  a public 
II  opinion  survey  to  assess  the  attitudes  of  Okla- 
*1  homans  toward  important  issues  in  medicine. 

The  survey  was  coordinated  with  a similar 
I nationwide  survey  commissioned  by  the  Ameri- 
;l  can  Medical  Association  (AM A). 

ij  Both  surveys  ( Oklahoma  and  US)  were  con- 
ducted by  the  independent  research  firm  of 
' Kane,  Parsons  & Associates,  Inc,  of  New  York 
I City.  The  questionnaire  used  in  the  surveys  was 
I developed  by  Kane,  Parsons  & Associates  in 
I consultation  with  representatives  of  the  AMA 
! and  OSMA. 

j The  US  data  cited  in  this  survey  report  were 
I derived  from  1,504  telephone  interviews  with 
I randomly  selected  public  respondents.  The 
! Oklahoma  information  base  consists  of  403 
j similarly  conducted  interviews.  The  interviews 
I took  place  in  August  1982. 

I Survey  subjects  included:  selection  and  reten- 
tion of  personal  physicians;  adequacy  of  physi- 
cian supply;  public  image  of  physicians;  valid- 
ity of  professional  liability  claims;  responsibil- 
\ ity  for  rising  health  care  costs;  relationship  be- 
tween personal  habits  and  health;  and  national 
priorities  for  spending. 

I The  report  that  follows  is  based  on  results  of 
j the  OSMA  and  AMA  surveys. 

I Selection  and  Retention  of  Personal 

j Physicians 

j The  two  most  important  factors  influencing 
ij  Oklahomans  in  choosing  and  retaining  a 
physician  are  the  physician’s  qualifications 
and  training  and  the  length  of  time  a person 
must  wait  to  get  an  appointment. 


Nearly  all  respondents  to  the  OSMA  survey 
said  qualifications  and  training  were  impor- 
tant, and  94%  said  waiting  time  for  an  ap- 
pointment was  important.  About  nine  of  ten 
respondents  said  the  recommendation  of 
friends  and  relatives  was  an  important  factor 
in  their  initial  choice  of  a physician. 

Treatment  by  the  doctor’s  staff  was  consi- 
dered by  94%  of  those  asked  to  be  an  important 
reason  for  retaining  a physician;  88%  said 
their  personal  relationship  with  the  doctor  was 
an  important  reason  for  retention. 

Compared  with  other  factors,  advertising 
and  fee  levels  appear  to  be  relatively  unimpor- 
tant to  selection  or  retention.  About  two-thirds 
of  Oklahomans  surveyed  said  advertising  was 
not  important  in  choosing  a physician,  and 
about  a third  said  fees  were  not  important  in 
either  selecting  or  retaining  a physician. 

Oklahomans  exhibit  high  similarity  to  their 
national  counterparts  in  overall  rankings  of 
importance.  Some  interesting  differences 
emerge,  however,  in  the  analysis  of  subgroups. 

In  the  AMA’s  national  study,  for  example, 
women  showed  a greater  tendency  than  did 
men  to  rank  recommendations  and  fee  levels  as 
important  to  initial  physician  choice.  This  pat- 
tern is  absent  in  Oklahoma;  in  fact,  men  rank 
fees  more  highly  than  women.  Elderly  Okla- 
homans also  were  more  likely  than  their  na- 
tional counterparts  to  rely  on  rec- 
ommendations and  fee  levels  in  making  their 
initial  choice. 

In  both  studies,  the  importance  of  advertis- 
ing to  choice  of  physician  and  the  importance  of 
fees  to  retention  decrease  sharply  as  education 
and  income  levels  of  respondents  rise. 
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Adequacy  of  Physician  Supply 

A plurality  of  Oklahomans  continues  to  be- 
lieve that  there  is  a physician  shortage  in  the 
state. 

Forty-six  percent  of  those  questioned  in  the 
OSMA  survey  said  there  are  not  enough  physi- 
cians in  their  communities,  while  45%  said  the 
number  of  doctors  is  about  right.  Only  5%  said 
there  are  too  many  doctors  in  their  com- 
munities. 

The  pattern  in  Oklahoma  differs  from  that  of 
the  nation  as  a whole.  Compared  with  their 
national  counterparts,  8%  more  Oklahomans 
believe  that  there  are  not  enough  doctors,  and 
7%  fewer  view  the  current  supply  as  about 
right. 

In  only  two  US  Census  regions  do  more  re- 
spondents say  there  are  not  enough  doctors 
than  say  the  number  is  about  right.  These  are 
the  West  South  Central  region,  of  which  Okla- 
homa is  a part,  and  the  neighboring  East  South 
Central  region.  These  two  regions  also  have 
the  lowest  physician-to-population  ratios  in 
the  country. 

Public  Image  of  Physicians 

Physicians  in  Oklahoma  get  high  marks 
from  the  public  for  accessibility,  knowledge  of 
medicine,  dedication,  and  humility.  But  their 
ratings  drop  when  it  comes  to  doctors’  fees, 
physician/patient  interaction,  and  provision 
of  medical  care  to  the  poor  and  elderly. 

On  the  positive  side,  eight  of  ten  Okla- 
homans surveyed  agreed  that  their  personal 
physicians  are  accessible  in  emergency  situa- 
tions and  that  most  doctors  are  genuinely 
dedicated  to  helping  people.  Three-fourths  of 
those  surveyed  agreed  that  doctors  usually 
are  up  to  date  on  the  latest  advances  in 
medicine.  Sixty-eight  percent  said  doctors 
take  a genuine  interest  in  their  patients,  and 
only  a third  said  they  thought  doctors  behave 
as  though  they  are  better  than  other  people. 

On  the  negative  side,  however,  slightly 
more  than  half  thought  doctors’  fees  are  un- 
reasonable, and  60%  agreed  that  doctors  are 
too  interested  in  making  money. 

A substantial  majority  (65%)  said  people 
are  beginning  to  lose  faith  in  doctors. 

As  for  the  physician/patient  relationship, 
Oklahomans  indicated  that  there  is  room  for 
improvement.  Half  thought  that  doctors  do 
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not  spend  enough  time  with  their  patients  or 
explain  things  well  to  them. 

On  the  issue  of  medical  care  for  the  elderly, 
54%  of  those  surveyed  agreed  that  the  elderly 
are  able  to  get  needed  medical  care.  However, 
72%  of  Oklahomans  aged  65  and  over  be- 
lieved that  the  elderly  receive  adequate  care, 
contradicting  the  view  of  the  general  public. 

When  asked  about  medical  care  for  the 
needy,  47%  of  the  general  public  said  care  is 
adequate.  However,  only  40%  of  those  earn- 
ing less  than  $10,000  a year  believed  the 
poor  receive  adequate  care. 

When  results  of  the  Oklahoma  and  na- 
tional surveys  are  compared,  a similar  pat- 
tern emerges.  While  slightly  more  of  the 
Oklahoma  respondents  agreed  that  doctors’ 
fees  are  reasonable,  those  aged  65  and  over 
in  the  state  expressed  more  negative  views 
than  did  their  national  counterparts  toward 
fees  and  doctors’  interest  in  making  money. 

Questions  about  the  physician/patient  rela- 
tionship issue  also  elicited  somewhat  more 
negative  reactions  from  Oklahomans. 

Ironically,  when  Oklahomans  were  asked 
another  survey  question  concerning  satisfac- 
tion with  their  last  physician  visit,  they  indi- 
cated very  high  satisfaction  levels  with  all 
aspects  of  that  visit.  Ratings  ranged  from 
83%  satisfaction  for  office  waiting  time  to 
93%  for  the  medical  care  received. 

Ranked  in  between  were  the  way  the  doc- 
tor explained  things,  treatment  by  the 
doctor’s  staff,  and  the  time  required  to  get  an 
appointment. 

Respondents  to  the  national  survey  gave 
similar  rankings,  suggesting  that  the  public 
image  of  physicians  is  shaped  more  by  media 
exposure  than  by  personal  experience  and 
that  satisfaction  levels  are  tied  more  closely 
to  changes  in  physicians’  practices. 

Validity  of  Professional 
Liability  Claims 

Since  the  so-called  "malpractice  crisis’’  of 
the  1970s,  the  issue  of  physicians’  pro- 
fessional liability  has  been  less  visible.  How- 
ever, there  are  signs  that  professional  liabil- 
ity claims  and  judgments  are  again  rising 
rapidly. 

The  statewide  survey  of  public  opinion 
asked  Oklahomans  a series  of  questions 
about  malpractice  claims  and  judgments.  The 
same  questions  were  asked  of  respondents  to 
the  national  survey. 
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Responses  to  the  Oklahoma  survey  showed 
that  a strong  plurality  of  Oklahomans  (48%) 
believed  that  most  people  who  sue  physicians 
are  looking  for  an  easy  way  to  make  money. 
Nearly  two-thirds  of  the  state’s  elderly  popu- 
lation agreed  with  this  statement. 

Half  of  those  asked  viewed  current  awards 
as  too  high,  and  two-thirds  thought  there 
should  be  a limit  on  the  amounts  awarded. 

Compared  with  the  general  US  population, 
Oklahomans  have  a more  negative  view  to- 
ward increases  in  both  the  number  of  profes- 
sional liability  claims  and  the  amounts 
awarded  in  such  cases. 

Responsibility  for  Rising 
Health  Care  Costs 

Hospitals  in  Oklahoma  are  blamed  by 
nearly  two-thirds  of  the  state’s  population  as 
being  primarily  responsible  for  the  rising 
costs  of  health  care.  But  they  are  not  the  only 
culprits.  About  half  the  state’s  residents  see 
insurance  companies,  drug  companies,  pa- 
tients seeking  unnecessary  care,  doctors,  and 
government  agencies  as  deserving  "a  lot”  of 
responsibility  for  burgeoning  costs. 

The  state  survey  showed  that  while  the 
majority  of  Oklahomans  (66%)  believe  cost  to 
be  the  main  problem  facing  health  care 
today,  opinion  is  fragmented  in  terms  of  as- 
signing primary  responsibility  for  the  cost  di- 
lemma. 

Besides  those  already  named,  other  groups 
blamed  by  the  public  for  increased  costs  in- 
clude medical  organizations,  people  with  un- 
healthy personal  habits,  and  unions.  Four  of 
ten  Oklahomans  said  these  groups  deserve 
much  of  the  responsibility. 

When  compared  with  the  national  sample, 
Oklahomans  placed  a greater  share  of  re- 
sponsibility for  rising  health  care  costs  on: 

• hospitals 

• patients  who  seek  unnecessary  care 

• insurance  companies 

• organized  medicine 

• government  agencies,  and 

• unions 

However,  they  assigned  doctors  less  respon- 
sibility for  the  problem  than  did  their  national 
counterparts. 

Given  the  opportunity  to  designate  which 
groups  deserve  "not  much”  of  the  responsibil- 


ity, fewer  than  one  in  five  Oklahomans  said 
any  group  should  escape  blame.  In  the  national 
survey,  respondents  were  slightly  more  gener- 
ous, but  only  by  one  or  two  percentage  points. 

Survey  analysts  warn  that  the  public’s  con- 
fusion over  the  issue  could  give  rise  to 
"scapegoating,”  especially  if  the  cost  issue  be- 
comes more  volatile  politically.  They  point  out 
that  the  public’s  perception  of  the  health  care 
cost  issue  is  shaped  almost  totally  by  the  media 
and  that  much  of  the  "information”  people  get 
consists  of  charges  and  countercharges  made 
by  various  groups  as  to  who  exactly  is  respon- 
sible for  the  cost  "crisis.” 

Relationship  Between  Personal 
Habits  and  Health 

When  it  comes  to  making  a connection  be- 
tween personal  habits  and  healthy  living, 
Oklahomans  appear  to  have  a better  grasp  of 
that  relationship  than  does  the  typical  Ameri- 
can. 

But  when  it  comes  to  changing  unhealthy 
habits  to  conform  with  their  beliefs,  Okla- 
homans show  about  the  same  amount  of  self- 
discipline  as  their  national  counterparts. 

When  asked  about  the  relationship  between 
certain  personal  habits  and  health,  roughly 
nine  of  ten  Oklahomans  surveyed  agreed  that 
the  following  practices  are  related  to  being 
healthy: 

• reducing  salt  consumption 

• exercising  vigorously  at  least  three  times 

a week 

• increasing  the  amount  of  fiber  or  bulk 

consumed 

• refraining  from  smoking  cigarettes  or 

smoking  only  in  moderate  amounts 

• maintaining  a body  weight  that  is 

neither  too  high  nor  too  low 

• consuming  alcohol  only  in  moderation 

A smaller  majority  of  respondents,  about 
six  in  ten,  believed  that  cutting  down  on  fat, 
red  meat,  or  dairy  products  is  a healthy  prac- 
tice. 

In  every  instance  except  one,  Oklahomans 
were  more  aware  of  the  effects  these  practices 
have  on  health  than  were  respondents  to  the 
national  survey. 

The  largest  positive  difference  showed  up 
in  the  question  about  smoking;  Oklahomans 
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Survey 

outscored  their  national  counterparts  by  7% 
(93%  to  86%). 

This  difference  is  attributable  to  increased 
awareness  among  state  residents  with  the 
lowest  levels  of  education  and  income.  These 
individuals  traditionally  are  the  hardest  to 
reach  through  public  education  programs. 
However,  the  survey  showed  that  about  95% 
of  them  believe  smoking  is  unhealthy,  com- 
pared with  about  77%  nationally. 

The  exception  to  the  pattern  arose  with  the 
question  about  consumption  of  fat,  red  meat, 
and  dairy  products.  Compared  with  the  na- 
tional sample,  slightly  fewer  Oklahomans 
acknowledged  that  eating  less  of  these  pro- 
ducts was  a healthy  thing  to  do.  The  state’s 
prominence  in  ranching  and  beef  production 
may  explain  this  difference. 

Putting  these  beliefs  about  healthy  habits 
into  practice,  however,  presents  a somewhat 
different  picture. 

More  than  one-third  of  state  residents  who 
know  the  habit  to  be  healthy  do  not  exercise 
regularly  or  increase  the  amount  of  fiber  or 
bulk  in  their  diets.  And  one  in  five  who  see 
the  health  connection  have  not: 

• reduced  consumption  of  fat/red 

meat/dairy  products 

• reduced  salt  consumption 

• reduced  or  quit  smoking 

• maintained  proper  body  weight 

Finally,  one  in  ten  Oklahomans  who  know 
that  excessive  drinking  is  harmful  have  not 
reduced  their  alcohol  consumption. 

This  pattern  matches  closely  that  of  the 
national  sample.  Awareness  levels  are  high, 
but  improvements  in  health  habits  do  not  al- 
ways follow. 

In  fact,  the  survey  shows  that  in  most 
cases,  the, number  of  Oklahomans  who  fail  to 
follow  a habit  they  know  to  be  healthy  far 
exceeds  the  number  who  are  unaware  of  the 
health  connection.  In  only  two  instances  is 
the  reverse  true  (reducing  consumption  of  al- 
cohol and  fat/red  meat/dairy  products). 

Combining  these  two  groups  shows  that  a 
substantial  number  of  Oklahomans  continue 
to  lead  unhealthy  lifestyles.  Forty  to  50%  of 
state  residents  are  not  cutting  down  on 
high-cholesterol  products,  not  exercising  reg- 
ularly, and  not  including  more  fiber  or  bulk 
in  their  diets.  And  25  percent  have  not  quit 
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or  cut  down  on  smoking,  kept  a proper  body 
weight,  or  reduced  their  consumption  of  al- 
cohol. 

Survey  analysts  say  the  Oklahoma  results 
show  that  public  health  education  programs 
have  succeeded  in  making  most  people  aware 
of  the  connection  between  personal  habits 
and  health.  What  is  needed  now,  they  add,  is 
more  emphasis  on  motivating  people  to 
change  unhealthy  habits  and  bring  their  be- 
havior into  line  with  their  beliefs. 

National  Priorities  For  Spending 

While  the  debate  on  national  spending 
priorities  continues  to  heat  up  in  Washington, 
Oklahomans  have  expressed  some  definite 
opinions  as  to  how  they  think  the  nation’s 
budget  pie  ought  to  be  sliced. 

More  than  60%  of  the  OSMA  survey  respon- 
dents said  society  is  not  spending  enough 
money  on  education.  Twenty- nine  percent  said 
about  the  right  amount  is  being  spent,  and 
only  7%  said  too  much  money  is  going  to  educa- 
tion. 

Nearly  half  the  population  thought  the 
amount  spent  on  protecting  the  environment  is 
insufficient,  and  four  of  ten  indicated  more 
should  be  spent  on  financial  aid  to  the  needy, 
health  care,  and  public  transportation. 

With  the  exception  of  aid  to  the  needy,  fewer 
than  one  in  five  Oklahomans  thought  too  much 
money  is  being  spent  on  these  areas.  One  in 
three  believed  spending  on  the  needy  to  be  ex- 
cessive. 

At  the  bottom  of  the  list  of  spending 
priorities  was  national  defense.  Only  a third  of 
the  respondents  thought  not  enough  is  being 
spent  on  defense.  Slightly  more  believed  the 
right  amount  is  being  spent,  and  about  a fourth 
said  too  much  money  is  going  to  defense. 

The  nationwide  AMA  survey  showed  the 
same  pattern  of  responses  throughout  the 
United  States.  But  it  also  showed  significant 
differences  in  strength  of  opinion  on  the  issues 
in  question. 

Oklahomans  felt  more  strongly  than  did  the 
national  sample  about  the  lack  of  sufficient 
funding  for  education  and  less  strongly  about 
the  need  to  spend  more  on  health  care,  finan- 
cial aid  to  the  needy,  and  environmental  pro- 
tection. They  also  viewed  increased  defense 
spending  more  positively  than  did  their  na- 
tional counterparts,  though  this  item  was  low- 
est on  the  priority  list  for  both  groups. 

Oklahoma  State  Medical  Association 


Formaldehyde 

Building-related  illness  due  to  exposure  to 
formaldehyde  is  becoming  a major  public 
health  concern.  The  Occupational  Safety  and 
Health  Administration  standard  provides  for  a 
time-weighted  average  of  three  parts  per  mil- 
lion (ppm),  based  on  a 40- hour  work  week. 
However,  workplace  standards  cannot  be  used 
for  the  home  environment  which  may  contain 
young  children,  elderly  persons,  pregnant 
females,  hypersensitive  individuals,  and  peo- 
ple with  other  illnesses. 

Formaldehyde-related  illness  may  be 
characterized  by  one  or  more  of  the  symptoms 
found  in  allergy  patients.  Other  symptoms 
may  include  irritability,  brief  memory  lapses, 
uncoordination,  unexplained  drowsiness,  and 
asthma  attacks. 

The  onset  of  symptoms  may  be  associated 
with  (a)  moving  in  a new  house  or  mobile 
home;  (b)  recent  remodeling;  (c)  insulation 
with  urea-formaldehyde  foam;  (d)  purchase  of 
furniture  or  carpeting,  and  (e)  implementation 
of  energy  conservation  measures. 

Controlled  animal  studies  have  linked  for- 
maldehyde to  changes  in  metabolism,  acute  re- 
spiratory disease,  and  various  cancers.  While 
there  is  no  proof  of  human  reactions  from  these 
studies,  indications  are  that  formaldehyde  does 
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pose  sufficient  risk  to  humans.  It  has  been  es- 
tablished that  as  high  as  10%  of  the  US  pop- 
ulation may  be  hypersensitive  to  formal- 
dehyde. Urea- formaldehyde  foam  insulation 
has  been  banned  by  the  federal  government  for 
installation  in  homes  and  schools  effective  fall, 
1982. 

Control  of  formaldehyde  levels  may  be  com- 
plex and  costly.  Source  removal  or  treatment 
may  provide  relief,  or  the  number  and  types  of 
sources  involved  may  require  that  the  patient 
move  to  another  residence. 

Requests  for  individual  home  surveys  must 
be  made  by  a physician,  and  the  results  will  be 
sent  to  the  physican  for  the  patient’s  file.  A fee 
of  $40,  plus  22  cents  per  mile,  will  be  charged 
to  the  physician. 

For  further  information,  please  contact  the 
Radiation  and  Special  Hazards  Service,  Okla- 
homa State  Department  of  Health, 
(405)  271-5221.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  OCTOBER,  1982 


DISEASE 

OCTOBER 

OCTOBER 

SEPTEMBER 

TOTAL  TO  DATE 

1982 

1981 

1982 

1982 

1981 

Amebiasis 

— 

3 

1 

11 

24 

Aseptic  Meningitis 

32 

15 

63 

174 

94 

Brucellosis 

2 

1 

1 

7 

7 

Encephalitis,  Infectious 

4 

3 

13 

36 

22 

Gonorrhea  (Use  Form  ODH-228) 

1267 

1422 

1517 

13344 

13313 

Hepatitis  A 

85 

26 

67 

627 

252 

Hepatitis  B 

30 

27 

40 

293 

194 

Hepatitis  Unspecified 

38 

16 

23 

232 

128 

Malaria 

— 

— 

1 

8 

7 

Measles  ( Rubeola  i 

3 

1 

6 

30 

6 

Meningococcal  Infections 

3 

4 

— 

27 

40 

Pertussis 

— 

— 

— 

5 

2 

Rabies  (Animal) 

13 

16 

13 

172 

199 

Rocky  Mountain  Spotted  Fever 

4 

2 

3 

75 

99 

Rubella 

— 

1 

— 

3 

2 

Salmonellosis 

88 

44 

76 

406 

353 

Shigellosis 

68 

60 

48 

350 

377 

Syphilis  (Use  Form  ODH-228) 

18 

27 

23 

170 

154 

Tetanus 

— 

— 

— 

1 

1 

Tuberculosis 

22 

11 

4 

279 

272 

Tularemia 

7 

2 

3 

33 

26 

Typhoid  Fever 

1 

— 

— 

3 

5 
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AMA  Heads  National  Program 
Aimed  at  Curbing  Drug  Abuse 

As  part  of  a national  effort  to  prevent  pre- 
scription drug  abuse  and  diversion,  the  Ameri- 
can Medical  Association  (AMA)  is  coordinating 
efforts  to  develop  a model  plan  for  determining 
the  extent  of  drug  diversion  at  the  state  level, 
the  drugs  involved,  and  the  sources  of  those 
drugs. 

Called  Prescription  Abuse  Data  Synthesis 
(PADS),  the  model  plan  is  a project  rec- 
ommended hy  the  Informal  Steering  Commit- 
tee on  Prescription  Drug  Abuse  convened  by 
the  AMA  in  November  1981. 

Federal  statistics  show  that  prescription 
drugs  make  up  about  60%  of  the  drugs  men- 
tioned during  drug-related  emergency  room 
visits  and  about  70%  of  the  drugs  reported  by 
medical  examiners  as  causes  of  drug-related 
deaths. 

While  many  of  these  drugs  are  channeled 
into  illegal  uses  through  diversion  and  theft  at 
the  wholesale  level,  or  are  illegally  manufac- 
tured or  imported,  a significant  amount  is 
reaching  the  street  through  prescription  dis- 
pensing. 

According  to  Emanuel  M.  Steindler,  MS,  di- 
rector of  the  AMA’s  Mental  Health  Program, 
several  things  must  be  accomplished  in  order 
to  solve  the  prescription  drug  abuse  problem. 

"We  must  first  learn  the  extent  of  the  prob- 
lem and  which  drugs  are  involved  in  each 
state,”  he  said.  "Second,  we  must  be  able  to 
identify  the  'poor’  prescribers.  Third,  we  must 
determine  on  a case-by-case  basis  why  the 
particular  physician  is  a 'poor’  prescriber.” 

The  PADS  model  will  integrate  existing  fed- 
eral, state,  and  local  statistics  into  a format 
that  can  be  used  to  make  these  assessments  at 
the  local  level.  Data  that  can  be  made  availa- 
ble for  use  by  states  through  the  PADS  model 
include; 

• Automated  Reports  and  Consolidated  Or- 
ders System  (ARCOS)  — A record  of  every 
purchase  of  narcotic  drugs  and  other  drugs 
with  high  abuse  potential  by  retail  dispensers 
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• Drug  Abuse  Warning  Network  (DAWN)  — 
A record  of  drug  "mentions”  from  drug-related 
emergency  room  visits  and  drug-related  deaths 

• Theft  of  Controlled  Substances  — Statis- 
tics on  drug  thefts  from  pharmacies 

• Medicaid  Management  Information  Sys- 
tem (MMIS)  — State  records  of  reimburse- 
ments for  medical  assistance  services,  includ- 
ing prescribed  controlled  substances,  by  pro- 
vider and  by  recipient 

• State  Crime  Laboratory  Reports  — 
Analyses  of  substances  removed  during  drug 
arrests  or  investigations 

• Drug  Abuse  Treatment  Program  Admis- 
sions — Local  records  of  the  primary  drugs 
used  by  patients  who  have  entered  drug  abuse 
treatment  programs 

• Law  Enforcement  Drug  Arrests  — Specific 
drugs  cited  in  drug  arrests  by  local  law  en- 
forcement agencies. 

The  informal  steering  committee  expects  to 
complete  the  PADS  model  by  early  1983  and 
will  offer  it,  along  with  implementation  assis- 
tance, to  appropriate  agencies  in  each  state.  □ 


Research  Group  Breaks  Ground 
For  Electron  Microscopy  Unit 

The  Oklahoma  Medical  Research  Foun- 
dation ( OMRF)  has  broken  ground  for  a facility 
that  will  house  the  James  H.  Milligan  Electron 
Microscopy  Suites.  Funding  for  the  project  has 
been  provided  by  the  Robert  Glen  Rapp  Foun- 
dation. 

The  lower  level  of  the  Milligan  Center  will 
contain  two  electron  microscopy  suites  that 
will  house  both  a scanning  and  a transmission 
electron  microscope. 

The  Omar  B.  Milligan  Library  will  he 
housed  on  the  second  floor.  The  research  li- 
brary will  be  expanded  in  the  new  facility  to 
meet  the  needs  of  the  growing  staff  of  research 
scientists. 

The  Milligan  Center  was  designed  by  Gar- 
rett F.  Miles,  Architects  and  Planners,  and  will 
be  built  by  Harmon  Construction  Company. 

The  OMRF  is  a non-profit,  privately  funded 
organization  conducting  research  and  treat- 
ment programs  in  cancer,  cardiovascular  dis- 
eases, arthritis,  and  related  disorders.  □ 

Oklahoma  State  Medical  Association 


OU,  VA  Consultative  Service 
Aids  III  and  Aging  Patients 

As  the  number  and  proportion  of  elderly  per- 
sons in  the  US  population  continue  to  increase 
each  year,  so  does  the  incidence  of  chronic  dis- 
ease and  impairment. 

To  combat  the  threat  posed  to  the  elderly  by 
such  impairment,  the  Department  of  Medicine 
at  the  University  of  Oklahoma  Health  Sciences 
Center  and  the  Veterans  Administration  Med- 
ical Center  established  a consultative  service 
for  the  chronically  ill  and  aging. 

According  to  John  A.  Mohr,  MD,  professor  of 
medicine  and  director  of  the  chronically  ill  and 
aging  program,  the  service  contributes  to  im- 
provement in  two  areas  — patient  care  and 
teaching. 

The  service  is  designed  to  provide  compre- 
hensive consultation  for  chronically  ill  and 
aging  patients  at  University  and  Veterans 
hospitals  and  to  function  as  an  integral  part  of 
the  training  program  for  housestaff,  students, 
and  others  involved  in  health  care. 


Dr  Mohr  noted  that  the  primary  objective  of 
the  service  is  to  improve  the  quality  of  life  for 
patients.  Achievement  of  this  objective  in- 
volves a complete  evaluation  of  the  patient  and 
development  of  an  individualized  written  plan 
that  includes  three  components: 

1.  medications 

2.  general  health  measures,  including  diet, 
sexual  activity,  exercise,  and  personal 
habits  (smoking,  drinking) 

3.  quality  of  life  improvements  achieved  with 
the  help  of  home  resources,  social  services, 
physical  and  occupational  therapy,  or  ad- 
mission to  a rehabilitation  facility. 

Teaching  conferences  are  held  on  a regular 
basis  to  familiarize  medical  students,  nurses, 
physicians,  and  other  health  care  personnel 
with  the  pathophysiology  of  diseases  in  the 
chronically  ill  and  aging  person.  The  program 
also  is  offered  as  a monthly  rotation  to  medical 
housestaff  and  students.  The  service  thus  func- 
tions in  a manner  similar  to  that  used  in  the 
subspecialty  services  of  medicine.  □ 


Pension  ■ Consultants,  Ino. 


THE  PROFESSIONAL  TEAM 
WITH  A PENSION  FOR  PROFITS 

PROGRAMS  AIMED  AT  NOT  ONLY  ACCUMULATING  • BUT  PRESERVING  YOUR  CAPITAL 


TAX  PANNING 
ESTATE  PANNING 


EINANCIAL  PANNING 
PENSION  PANNING 


ACCOUNTING  SERVICES 
ACTUARIAL  SERVICES 


ALL  SERVICES  ARE  FEE  BASED 

3113  C ASSEN  BLVD  OK AHOMA  CITY  OK AHOMA  73118  (405)  52 1-8016 
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OKLAHOMA 


COLLECTION  SPECIALISTS  IN  PAST-DUE 
ACCOUNTS 


TULSA 

ADJUSTMENT 
BUREAU,  INC. 

1754  Utica  Square  TULSA,  OKLAHOMA 
(918)  749-1481 

Toll  Free  in  Oklahoma 
1-800-722-2703 
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Oklahoma  Team  Implants  Pump 
In  Patient  with  Liver  Disease 

Oklahoma’s  first  implantation  of  an  infusion 
pump  in  a patient  with  liver  disease  took  place 
in  mid-November  at  Baptist  Medical  Center  in 
Oklahoma  City.  The  surgery  was  performed  by 
a team  that  included  Karl  K.  Boatman,  MD, 
chairman  of  the  Department  of  Surgery,  D.  H. 
Carmichael,  MD,  and  Scott  W.  Calhoon,  MD. 

The  Infusaid  pump,  which  delivers  a chemi- 
cal therapy  on  a time-release  basis,  was  im- 
planted in  a 63-year-old  male  patient.  The  de- 
vice transmits  concentrated  quantities  of  drugs 
to  specific  areas  of  the  liver,  avoiding  many  of 
the  side  effects  of  conventional  treatment. 

The  pump  also  delivers  a dosage  that  is  100 
to  400  times  more  concentrated  than  in  con- 
ventional treatment. 

In  the  past  a number  of  Oklahomans 
traveled  to  Houston  for  similar  procedures  in 
which  a catheter  was  implanted  in  the  hepatic 
artery  to  deliver  medication  to  the  liver.  With 
this  procedure,  however,  the  patient  had  to 
wear  the  pump  externally,  which  greatly  re- 
stricted physical  activities. 

The  procedure  was  modified  at  the  Univer- 


sity of  Michigan  Medical  Center  to  permit  use 
of  an  internal  pump.  The  pump  is  implanted  in 
a pocket  in  front  of  the  abdominal  wall,  and  a 
catheter  is  inserted  into  the  hepatic  artery. 
Medications  flow  into  a drug  reservoir,  where 
they  are  released  directly  to  the  liver. 

After  a hospital  stay  of  one  to  two  weeks,  the 
patient  may  go  home  and  resume  a normal  life, 
returning  on  an  outpatient  basis  every  two 
weeks  to  replenish  the  drugs.  To  decrease  side 
effects,  medications  may  be  alternated  with  a 
saline  solution  every  two  weeks. 

About  400  pumps  have  been  implanted  in 
patients  nationwide,  with  up  to  87%  showing 
good  response  to  the  treatment.  The  majority  of 
pumps  are  implanted  in  patients  with  hepatic 
tumors  or  malignancies  such  as  primary  liver 
cancer.  Experiments  are  under  way  for  insulin 
administration  in  diabetics,  treatment  of  brain 
tumors,  chronic  pain  management,  antico- 
agulation therapy,  and  isolated  tumor 
chemotherapy. 

Dr  Boatman  believes  the  procedure  has 
great  potential.  While  not  every  patient  will  be 
a candidate  for  the  implant,  several  are  ex- 
pected to  undergo  the  procedure  each  year  in 
Oklahoma.  □ 


The  SMART  MOVE  TodAy? 

It's  disAbiliTy  income 

INSURANCE 

TIhe  EAR^i^qs  you  ta1<e  foR  qRANiEd  lodAy  could  stop 
suddENly  should  sickNEss  or  AccidENi  pur  you  out  of 
ACTiON.  ThAi's  why  disAbiliiy  Income  protection  MAkcs  so 
Much  SENSE.  WhEN  you'RE  disAblEd,  This  Insurance  qoES  to 
woRk  foR  you  pRovidiNq  STEAdy,  coNTiNuiNq  bENEfiTS.  So, 
bEfORE  ThE  UNEXpECTEd  hAppENS  . . . shouldN'T  yOU  MAkE 
youR  MOVE  TO  DisAbiliiy  Income  Insurance? 

As  A MEMbER  of  ThE  spoNSORiNq  ORqANizATioN,  you'll  qET 
This  covERAqE  AT  A COST  Iess  ThAN  AN  iNdividuAl  policy.  For 
specific  iNfORMATiON  ON  COSTS  ANd  COVERAqE,  iNcludiNq 
.EXclusioNS,  liMiTATioNS  ANd  TERMS  uNdER  which  ThE  policy 
MAy  be  coNTiNUEd  In  foRCE,  contact  youR  pIan 
AdMiNiSTRATOR. 


This  plAN  is  spoNSOREd  by 

THE  OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 

AdMiisisTEREd  by 

C.  L.  PRATES  & COMPANY,  INC. 
720  N.W.  50tLi  Street 
OkUhoMA  CiTy,  Oku.  7>l  18 

JanIe  CRiffiTh  HaroW  WarOIow 

ElIZAbsTh  You^q  DewItt  Vann 

llNdERWRilTEN  by 

CoMMERcUl  Insurance  CowpANy 
of  NEWARk,  N.J. 
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BERT  F.  KELTZ,  MD 
1904  - 1982 


Deaths 


JOHN  DAVID  WILSON,  MD 
1930-1982 


Bert  F.  Keltz,  MD,  well-known 
Oklahoma  City  internist,  died  Novem- 
ber 30.  A native  of  Iowa,  Dr  Keltz  was 
graduated  from  the  University  of  Iowa 
College  of  Medicine  in  1928.  He  took 
his  residency  training  at  the  Uni- 
versity of  Oklahoma  Health  Sciences 
Center  where  he  later  became  Clinical 
Professor  Emeritus.  Dr  Keltz  was  ac- 
tive in  state  and  national  medical  or- 
ganizations and  held  memberships  in 
the  American  Board  of  International 
Medicine,  American  Society  for  Clini- 
cal Pharmacology  and  Therapeutics, 
American  College  of  Physicians, 
American  Diabetic  Association  and  In- 
ternational Society  of  Internal  Medi- 
cine. In  1981  the  OSMA  presented  him 
with  a Life  Membership  in  recognition 
of  his  outstanding  service  to  humanity. 

WILLIAM  M.  WOOD,  MD 
1909-1982 

Retired  Muldrow  general  prac- 
titioner, William  M.  Wood,  MD,  died 
October  30,  1982  in  Fort  Smith,  Ar- 
kansas. Born  in  Sandersville,  Georgia, 
Dr  Wood  was  graduated  from  the  Uni- 
versity of  Colorado  School  of  Medicine 
in  1935.  He  practiced  in  several  Okla- 
homa towns  before  moving  to  Muldrow. 
He  was  a member  of  the  Southern  Med- 
ical Association  and  a Life  Member  of 
the  OSMA. 

HUGH  C.  GRAHAM,  SR.,  MD 
1896-1982 

Hugh  C.  Graham,  Sr.,  MD,  retired 
Tulsa  pediatrician,  died  November  11, 
1982.  A native  of  Fayetteville,  North 
Carolina,  Dr  Graham  moved  to  Tulsa 
in  1916.  He  was  graduated  from  the 
Rush  Medical  College  in  1926.  He  had 
served  as  past  president  of  the  Tulsa 
Board  of  Health  and  was  a member  of 
the  Central  States  Pediatric  Society 
and  the  Southern  Medical  Association. 
Among  his  survivors  is  his  son,  Hugh 
C.  Graham,  Jr.,  MD,  Tulsa. 


John  David  Wilson,  MD,  Oklahoma 
City  psychiatrist,  died  November  11. 
Born  in  Lindsay,  Dr  Wilson  was 
graduated  from  the  University  of 
Hamburg,  Germany  in  1967.  He  com- 
pleted his  internship  at  the  University 
of  Oklahoma  Health  Sciences  Center  in 
1971.  In  1973  his  work  was  finished  on 
a Masters  Degree  in  Public  Health.  Be- 
fore entering  private  practice.  Dr  Wil- 
son took  his  residency  training  in 
psychiatry.  For  five  years  he  was  in 
private  practice  in  Oklahoma  City  be- 
fore joining  the  staff  of  the  Central 
Oklahoma  Community  Mental  Health 
Center  in  Norman.  The  past  two  years 
had  been  spent  taking  further  training 
in  Colorado.  □ 


In  Memoriam 


1982 

Frances  P.  Newlin,  MD 

February  16 

James  T.  Maddox,  MD 

February  21 

Joseph  F.  Messenbaugh,  MD 

March  12 

James  Russell  Kreger,  MD 

April  3 

Boyd  Vance  Lucas,  MD 

April  9 

Carlton  E.  Smith,  MD 

April  23 

Ella  H.  Murray,  MD 

May  3 

Loyd  G.  Williams,  MD 

May  15 

A.  A.  Walker,  MD 

July 

Wesley  Russell  Mote,  MD 

July  24 

Thomas  H.  Fair,  MD 

August  15 

Clyde  E.  Harris,  MD 

September  1 

Tillman  A.  Ragan,  MD 

September  5 

Floyd  T.  Hubbard,  MD 

September  23 

William  A.  Eastland,  MD 

October  3 

William  J.  Craig,  MD 

October  19 

William  M.  Wood,  MD 

October  30 

Hugh  C.  Graham,  Sr.,  MD 

November  11 

John  David  Wilson,  MD 

November  11 

Clinton  Gallaher,  MD 

November  15 

Bert  F.  Keltz,  MD 

November  30 

□ 
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The  High  Altitude 
Costs  of  “Claims 
Made”  Insurance 


A “Claims  Made”  malpractice  policy  is  designed 
to  rise  in  price  like  a hot  air  balloon. 


So  the  probabilities  are  sky  high  that  in  the  long  run  you’ll  pay  much  more  for  your  coverage 
if  you  make  a switch  from  PLICO  to  the  new  “Claims  Made”  competitor  now  soliciting  Oklahoma 
physicians. 

The  low  first-year  cost  of  their  balloon-like  policy  is  doubled  by  inflation  in  the  second  year, 
followed  by  an  approximate  50  percent  expansion  in  the  third  year  and  still  more  increases  are 
pumped  in  during  the  fourth  and  fifth  years.  All  of  these  step-rated  increases  are  compounded 
to  the  point  where  your  fifth  year  premium  will  be  three  to  four  times  larger  than  the  inviting  first- 
year  cost  of  this  “Claims  Made”  policy. 

PLlCO’s  premiums  feature  down-to-earth  stability.  Your  cost-conscious  Board  of  Directors  has 
managed  to  keep  PLlCO’s  rates  essentially  unchanged  over  a four-year  period  — even  during 
a time  of  record  high  general  inflation. 

By  using  the  current  rates  of  both  carriers,  and  by  assuming  the  same  relative  performance  over 
the  next  five  years,  we  can  easily  demonstrate  the  folly  of  giving  any  consideration  to  our  com- 
petitor’s product. 

If  you’re  a general  surgeon,  for  example,  over  a 5-year  period  you’ll  pay  PLlCO’s  competitor 
a whopping  total  premium  of  $32,151  for  a $1,000,000  professional  liability  insurance  policy. 
Yet  PLICO  charges  only  $18,685  for  the  same  coverage  limit  over  the  same  time  frame. 

So  on  the  bottom  line  we  find  that  PLICO  saves  you  $13,446  — which  is  enough  pocket  change 
to  buy  your  wife  a new  Buick.  . .or  enough  to  bankroll  your  daughter’s  wedding.  . .or  enough 
to  make  a substantial  down  payment  on  that  special  little  place  by  a placid  lake . . .or  enough  to 
buy  10,773  Big  Macs  for  your  kids  and  several  armies  of  their  friends. 

And  with  sweepstakes  savings  like  these  coming  your  way  through  PLlCO’s  frugal  operations, 
it  goes  without  saying  which  company  you  should  choose  as  your  malpractice  carrier. 

You’ll  make  the  right  decision  — or  our  name  isn’t  PLICO! 


THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P.O.  Box  18171  • Oklahoma  City,  OK  73154  • 405/843-0215 
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news 

OSMA  Rebuts  AP  News  Story 
On  Opinion  Survey  Results 

Several  newspapers  around  the  state  carried 
an  Associated  Press  story  about  the  OSMA 
public  opinion  survey  which  failed  to  present  a 
fair  and  accurate  picture  of  the  survey  results. 
The  following  letter  was  sent  to  the  editors  of 
those  papers.  The  Tulsa  Tribune  published  it 
promptly,  giving  it  a prominent  place  on  the 
editorial  page. 

Editor; 

The  story  you  ran  in  your  November  22 
issue  concerning  the  public  opinion  poll  con- 
ducted by  the  Oklahoma  State  Medical  As- 
sociation distorted  the  overall  results  of  the 
survey  and  contained  several  errors  in  fact.  I 
would  like  to  correct  the  misimpressions  and 
the  factual  errors. 

Your  report  omitted  the  portion  of  the  sur- 
vey in  which  Oklahomans  gave  their  personal 
physicians  a 91  percent  overall  satisfaction 
rating  that  took  into  account  the  medical  care 
received,  the  way  the  doctor  explained  things, 
treatment  by  the  doctor’s  staff,  and  appoint- 
ment and  office  waiting  time.  When  these 
findings  are  combined  with  the  high  marks 
given  physicians  for  accessibility,  dedication, 
medical  knowledge,  and  humility,  they  pres- 
ent a much  more  positive  image  of  the  medical 
profession  than  that  reflected  in  your  report. 

Certainly,  the  survey  contained  some  nega- 
tive findings  on  respondents’  attitudes  toward 
fees  and  physician/patient  interaction.  How- 
ever, you  failed  to  point  out  that  negative  re- 
sponses to  questions  on  these  subjects  edged 
out  positive  ones  by  relatively  small  margins 
( 54  to  45  percent  on  fees,  50  to  49  percent  on 
interaction).  When  physicians  were  highly 
rated,  the  responses  were  weighted  much  more 
heavily  to  the  positive  side  ( 81  to  16  percent  on 
accessibility,  63  to  35  percent  on  humility,  80 
to  18  percent  on  dedication,  and  74  to  23  per- 
cent on  medical  knowledge). 

The  factual  errors  I mentioned  refer  to 
statements  about  fees  and  medical  care  for  the 
elderly.  Your  statement  that  "compared  with 
surveys  made  nationwide,  more  Oklahomans 
complained  of  high  fees  than  people  in  other 
states’’  is  totally  in  error.  In  fact,  the  reverse  is 
true;  more  Oklahomans  agreed  that  doctors’ 
fees  are  reasonable  than  did  respondents  to 
the  national  survey. 

Likewise,  your  statement  that  "those  over 
65  were  more  critical  of  care  for  the  elderly  in 
the  state”  is  in  error.  Seventy-two  percent  of 
Oklahomans  aged  65  and  over  said  the  elderly 
are  able  to  get  needed  medical  care,  while  54 
percent  of  the  general  public  believed  this  to 
be  true.  Results  were  the  same  nationwide. 


making  it  apparent  that  the  general  public’s 
perception  is  erroneous. 

In  all,  you  devoted  only  one  paragraph  in 
ten  to  the  survey  findings  that  were  compli- 
mentary of  the  medical  profession.  It  is  this 
kind  of  irresponsible  and  uninformed  report- 
ing that  harms  not  only  the  public  image  of 
physicians  but  also  the  reputations  of  those 
who  hold  themselves  out  as  accurate  and  ob- 
jective reporters  of  the  news. 

Anita  H.  Delaporte 
Associate  Director 

Oklahoma  State  Medical  Association  □ 


Hospital  Offers  Accredited 
Smoking  Cessation  Program 

A comprehensive  smoking  cessation  pro- 
gram that  qualifies  for  CME  credit  is  now 
being  offered  by  the  Department  of  Behavioral 
and  Occupational  Health  Services  of  Presby- 
terian Hospital  in  Oklahoma  City. 

The  program  consists  of  eight  weekly  ses- 
sions lasting  two  to  three  hours.  The  ultimate 
goal  of  the  program  is  to  help  smokers  become 
happy  non-smokers.  Treatment  is  intensive 
and  deals  with  psychological,  physiological, 
and  social  dependency. 

The  therapeutic  process  assists  smokers  in 
learning  to  understand  the  addiction  to  smok- 
ing and  to  develop  new  coping  skills.  It  in- 
cludes group  support,  stress  management  and 
relaxation  training,  gradual  systematic  with- 
drawal, and  techniques  for  weight  control. 

Clinical  psychologists  serve  as  therapists  for 
all  groups.  Follow-up  is  done  on  every  patient 
who  completes  the  program,  and  research  is 
ongoing  to  examine  program  effectiveness. 

Success  rates  to  date  are  very  high;  909f  of 
participants  become  non-smokers  after  com- 
pleting the  eight-week  program,  and  64%  re- 
main non-smokers  after  one  year.  The  program 
originated  in  Houston  at  the  University  of 
Texas  School  of  Public  Health  in  conjunction 
with  the  university’s  medical  school. 

Medical  advisor  to  Presbyterian’s  program  is 
Jerry  Vannatta,  MD,  director  of  medical  edu- 
cation at  the  hospital.  For  information  on  the 
program  contact  Dr  D’Ann  Whitehead,  coor- 
dinator of  behavioral  services,  at  (405) 
271-6515.  □ 
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Book  Reviews 


! 

i Invisible  Armies:  The  Impact  of  Disease  on 
, American  History.  By  Howard  H.  Simpson. 
Indianapolis  and  New  York:  The  Bobbs- Merrill 
Co.,  Inc.,  1980.  Pages  239,  $12.95. 

It  is  intriguing  to  speculate  on  the  final 
I course  of  history  if  certain  events  had  not  in- 
terceded. In  this  book  Dr  Simpson,  long  in- 
: terested  in  medical  history,  examines  the  effect 
of  disease  on  certain  aspects  of  American  his- 
' tory. 

He  begins  with  a discussion  of  problems 
among  the  Indians  and  settlers  in  the  New 
World  resulting  from  smallpox  and  other 
epidemics.  He  points  out  that  the  importation 
} of  infectious  disease  to  the  Western  world  was 
i by  no  means  entirely  the  work  of  the  explorers 
|i  and  the  colonies,  but  that  a portion  must  be 
I attributed  to  the  slave  trade. 

He  then  proceeds  chronologically  to  discuss 
I the  reign  of  Great  Britain  throughout  the 
world  with  particular  emphasis  on  occurrences 
i in  North  America.  He  proceeds  through  the 
French-Indian  War  and  the  Revolution.  He 
considers  the  American  retreat  from  Canada  to 
be  one  of  the  grimmest  episodes  in  the  annals 
of  American  military  history  and  that  this  re- 
treat was  due  not  to  the  enemy  but  to  smallpox. 
Dr  Simpson  emphasizes  the  major  role  of 
malaria  and  its  influence  on  military  opera- 
tions. 

There  is  also  a chapter  on  the  role  of  yellow 
fever.  Here  Dr  Simpson  begins  to  bring  in  the 
role  of  individual  physicians  such  as  Dr  Daniel 
Drake.  He  reminds  us  of  the  state  of  health  in 
this  country  by  the  use  of  statistics.  For  exam- 
ple, in  Boston  between  1810-1820  the  average 
age  of  all  who  died  was  21.43  years  and  during 
the  years  1840-1845  the  average  age  at  death 
in  that  city  was  only  27.85  years.  The  death 
rate  in  New  York  was  about  25  per  thousand 
and  infant  mortality  ranged  from  120  to  140 
per  thousand  live  births. 

The  chapter  dealing  with  the  Civil  War  pro- 
vides little  new  information.  He  points  out  that 
the  Civil  War  was  fought  in  the  years  im- 
mediately before  the  microbiological  cause  of 
disease  was  identified,  and  reviews  the  ecology 
of  certain  epidemics. 

One  of  the  most  interesting  chapters  is  the 
‘ one  giving  a description  of  advances  in 
medicine  that  took  place  immediately  after  the 
Civil  War. 

i Oklahoma  State  Medical  Association 


This  small  book  will  be  of  interest  to  those 
concerned  with  medical  history. 

Harris  D.  Riley,  Jr.,  MD 


Doctor-To-Be:  Coping  with  the  Trials  and 
Triumphs  of  Medical  School.  By  James  A. 
Knight,  MD.  New  York:  Appleton-Century- 
Crofts,  1981.  Pages  269.  Price  $6.95. 

Dr  James  A.  Knight  is  well-equipped  to 
write  such  a book.  He  has  long  been  on  the 
front  line  in  medical  education  as  a dean,  di- 
rector of  admissions,  a psychiatrist,  and  a 
well-regarded  faculty  member.  The  book  pulls 
together  in  one  place  a tremendous  amount  of 
valuable  information.  It  covers  the  process 
from  the  decision  to  become  a physician, 
through  the  schools’  selection  process  to  the 
medical  school  experience  itself.  It  is  made  up 
of  some  fifteen  chapters.  These  include  chap- 
ters devoted  to  the  adjustment  in  medical 
school  including  psychological  problems  of 
medical  students,  the  student’s  relationship 
with  the  faculty,  the  personal  struggles  and 
accomplishments  of  students,  and  related  mat- 
ters. Knight  also  discusses  minority,  disadvan- 
taged and  women  students  and  medical  ethics. 
There  is  also  a chapter  on  specialty  choice  in 
medicine  and  one  on  death. 

The  author’s  warm  and  understanding  ap- 
proach and  his  very  substantial  experience  in 
working  with  students  show  clearly.  The  writ- 
ing is  clear  and  is  particularly  good  when  Dr 
Knight  provides  his  own  opinion  about  a par- 
ticular issue.  Some  premedical  and  medical 
school  advisors  will  disagree  with  the  recom- 
mendation that  the  premedical  student  should 
gain  experience  by  working  in  hospitals  in  that 
it  may  prevent  his  developing  other  interests. 

Each  chapter  has  well-selected,  excellent 
references.  Perhaps  the  only  criticism  I have  of 
this  book  is  that  some  of  the  references  contain 
citation  errors  and  its  little  attention  to  os- 
teopathic physicians.  It  is  an  excellent  up-date 
to  his  Medical  Student:  Doctor  in  the  Making, 
(1973). 

All  in  all  this  is  an  excellent  book  which  will 
be  of  interest  to  medical  students  and  their 
teachers,  to  husbands  and  wives  of  students 
and  to  premedical  students.  I highly  recom- 
mend it.  Harris  D.  Riley,  Jr.,  MD 
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DON’T  MISS  IT 


OSMA  1983  ANNUAL  MEETING 
SCIENTIFIC  PROGRAM 


“MEDICINE  ON  THE  MOVE: 
TECHNOLOGY  & TRENDS  ’83” 

— Modern  Anesthesiology: 

Brain  Oxygen  Sensor  Equipment 

— in  Vitro  Fertilization 

— Nuclear  Magnetic  Resonance  imaging 

— Organ  Transplants 

. . . and  more 


Watch  for  program  and  registration  materiais 
coming  soon  .... 
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Dear  Dr  Johnson; 

The  article  in  the  September  Journal  by 
Teresa  Thom  does  not  present  an  objective  or 
comprehensive  viewpoint  of  either  Eastern  or 
Western  medicine,  nor  even  of  the  historical 
facts. 

The  attempt  of  the  Rockefeller  Foundation 
at  Peking  Union  Medical  College  was  to  rein- 
force the  biological  basis  of  medical  care  in 
medical  education  in  a society  where  many 
treatments  were  still  empiric.  There  was  no 
"health  care  system”  introduced  during  this 
highly  successful  effort.  Truly,  the  big  city 
hospitals  in  China  and  Chinese  medical 
graduates  were  equal  to  any  in  the  world, 
further  testimony  to  the  success  of  the  project 
and  the  ability  of  the  Chinese. 

Just  because  most  Chinese  did  not  live  in  the 
big  cities  does  not  mean  that  even  rural 
Chinese  would  not  benefit  from  such  national 
care  resources.  Building  a primary  care  and 
rural  network  throughout  China  could  have 
been  developed  during  the  Revolution  without 
destroying  the  medical  schools,  specialty  train- 
ing programs,  research  laboratories,  medical 
libraries,  etc.  It  is  evident  now  that  the 
Chinese  must  rebuild  the  very  resources  which 
the  revolutionaries  destroyed.  It  will  take  a 
generation  to  do  that.  Millions  of  Chinese  will 
not  have  these  resources  during  their  lifetimes. 

The  "barefoot”  doctor  has  a grammar  school 
education  with  six  months  of  technical  educa- 
tion in  sanitation,  nutrition,  birth  control,  pre- 
vention and  treatment  of  common  illnesses. 
There  has  been  tremendous  improvement  in 
the  general  nutrition  of  the  Chinese,  and  popu- 
lation control  is  effective.  Venereal  diseases 
have  practically  been  eradicated.  These 
accomplishments  are  almost  all  in  the  domain 
of  public  health  and  preventative  medicine,  the 
rightful  domain  for  public  policy  and  govern- 
ment responsibility.  On  the  other  hand,  it  is 
this  same  cadre  of  unscientific  health  workers 
who  have  introduced  pork  as  the  main  protein 
in  the  Chinese  diet  and  cigarette  smoking  as 
beneficial  to  the  lungs.  This  has  tripled  the  in- 

JouRNAL  / January  1983  / Volume  76 


cidence  of  cardiovascular  and  pulmonary  dis- 
eases in  China  in  the  last  30  years. 

Curative  medicine  is  much  more  dependent 
upon  the  sciences  of  physiology,  biochemistry 
and  pharmacology.  It  is  essential  that  physi- 
cians who  practice  in  this  spectrum  of  health 
care  have  the  scientific  background  to  do  so. 

Acupuncture  may  be  effective  in  dealing 
with  some  pain  syndromes,  psychosomatic 
problems  and  for  anesthesia  for  operations  on 
the  body  surface.  It  is  not  desired  for  surgery 
inside  the  chest  or  abdominal  cavities  even  by 
Chinese  surgeons.  When  used  for  these  condi- 
tions, it  is  because  of  the  lack  of  adequately 
trained  anesthesia  personnel,  or  because  of 
government  pressure.  Ms  Thom  states  that  "an 
American  Medical  Association  research  lab 
discovered  . . . Endorphin  . . .”  The  AMA 
does  not  run  any  research  labs!  Rather  than 
stating  that  it  works,  it  is  more  accurate  from 
my  observation  to  say  that  it  is  endured 
because  there  is  no  alternative  for  the  patients 
in  rural  areas. 

The  American  physician  is  well  aware  of 
herbal  medicine  as  the  forerunner  of  phar- 
macologic treatment  as  is  exemplified  by  di- 
gitalis, curare  and  quinine.  These  drugs  are 
still  in  use,  but  in  a quantifiable  form  with 
predictable  outcomes.  The  section  on  "Moder- 
nizing the  System:  brought  back  memories  of 
human  experimentation  reminiscent  of 
Hitler’s  Germany,  or  a Siberian  prison.  Such 
cavalier  experimentations  on  human  subjects 
is  not  ethically  acceptable  in  our  society. 

The  doctors  reflect  the  same  attitudes  re- 
flected by  others  in  Chinese  society,  that  of  res- 
ignation to  their  "lot  in  life.”  Expression  of 
anything  else  brings  about  severe  reprimand 
or  more  inhumane  measures.  For  the  genera- 
tion under  38  years  of  age,  they  have  never 
known  anything  else  by  which  to  compare 
their  experiences.  Comparison  can  only  be 
made  when  there  are  alternatives. 

The  report  reflects  the  depth  of  a tourist’s 
view.  Occidental  visitors  often  are  shown  only 
what  Chinese  politicians  want  them  to  see.  I 
agree  that  American  physicians,  as  well  as 
journalists  and  other  professions,  have  much  to 
learn  from  the  Chinese.  I would  enumerate: 
patience,  acceptance  of  the  unchangeable, 
courtesy,  dedication  to  their  profession,  humil- 
ity and  a desire  for  every  person  to  have  good 
health  care.  These  characteristics  have  much 
to  do  with  the  art  and  politics  of,  but  very  little 
to  do  with  the  science  of  medicine.  There  are 
many  blends  and  variations  on  the  former,  but 
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news 

no  acceptable  substitutes  for  the  latter. 

Perhaps,  Ms  Thom  and  I could  agree  that 
both  of  us  would  prefer  our  personal  medical 
care  to  be  directed  by  the  best  scientifically 
educated  physician  in  a caring,  supportive  en- 
vironment of  health  care  professionals,  prefer- 
ably in  a modern,  technologically  advanced 
health  care  facility.  These  conditions  are  most 
likely  to  be  met  in  the  United  States  and,  iron- 
ically, are  available  in  almost  every  medium- 
sized town. 

This  letter  is  written  primarily  because  her 
article  subtly  glorifies  the  socialist  Revolution 
and  a march  back  into  the  eighteenth  century. 
Scientific  advancement,  public  policy  on  health 
care  delivery  and  increasing  of  human  values 
in  health  care  delivery  are  all  mutually  com- 
patible as  has  been  demonstrated  in  the  West 
by  many,  and  by  the  Japanese  in  the  East. 

Thank  You. 

Sincerely  yours, 

Jasper  L.  McPhail,  MD  □ 


New  Medical  Update  Brochure 
Gives  Advice  on  Frostbite 

A new  Medical  Update  brochure,  titled 
"Frostbite:  Winter’s  Chilling  Threat,”  is  now 
available  to  OSMA  members  at  no  charge.  It 
discusses  frostbite  symptoms  and  gives  advice 
on  prevention  and  treatment  of  cold- related  in- 
jury. 

This  brochure  is  intended  as  the  seasonal  re- 
placement for  the  current  brochure  on  health 
hazards  of  overexposure  to  the  sun. 

The  Medical  Update  series  is  provided  to 
member  physicians  for  distribution  to  their  pa- 
tients. Other  brochures  in  the  series  include 
guides  to  sensible  dieting  and  compliance  in 
taking  medications. 

To  order  the  Medical  Updates,  write  to 
OSMA  headquarters,  601  NW  Expressway, 
Oklahoma  City,  OK  73118,  or  telephone  (405) 
843-9571.  A display  placard  for  the  brochures 
is  available  upon  request.  □ 


Miscellaneous  Advertisements 


COULTER  CHEMISTRY  ANALYZER  — 22 
CHANNEL,  fully  automated,  discrete,  chemis- 
try analyzer.  Programmable  and  capable  of 
performing  individual  procedures  or  chemistry 
profiles  of  up  to  60  profiles  (1,320  tests  and 
calculations)  per  hour.  Approximately  four 
years  old  and  is  currently  under  maintenance 
agreement.  $10,000  or  best  offer.  Interested 
parties  should  contact  Bob  Jamison,  Acting 
Administrator,  Bethany  General  Hospital, 
7600  NW  23rd  Street,  Bethany,  OK  73008 
(405)  787-3450. 

FOR  SALE:  Office  furniture  and  equipment: 
three  examining  tables,  two  utility  cabinets, 
one  pediatric  table  with  weight  and  measure- 
ment scale,  two  physician’s  scales,  one  stain- 
less steel  utility  cart,  two  gooseneck  lamps, 
unimeter-300,  centrifuge,  Redacrit  centrifuge, 
ECG,  autoclave,  and  miscellaneous  items.  P. 
A.  MacKercher,  MD,  PO  Box  1110,  Ponca  City, 
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OK  74602.  Phone  (405)  765-3359.  After  5:00 
PM,  (405)  765-3871. 

PHYSICIAN  WANTED  to  staff  minor 
emergency  clinic.  Prefer  experience  in  family 
practice  or  emergency  room.  Between  40-50 
hours  per  week,  (9-6  or  8-5),  limited  night  and 
weekend  work.  Salary  negotiable  and  possibil- 
ity for  partial  ownership.  Clinic  to  be  opened  in 
new  facility  between  November  15  and 
January  1.  Excellent  opportunity  and  working 
conditions.  All  replies  confidential.  Contact 
Key  G,  The  Journal,  Oklahoma  State  Medical 
Association,  601  NW  Expressway,  Oklahoma 
City,  OK  73118. 

PART  TIME  OFFICE  SPACE  available  at 
Village  Medical  Center  or  Pasteur  Medical 
Center  for  medical  or  surgical  specialist.  For 
more  information  call  (405)  232-8965.  □ 

Oklahoma  State  Medical  Association 


Citra®Forte  Syrup  stops  stubborn  coughs 


. . . and  with  an  Rx  for  CITRA®  FORTE 
Capsules  you  can  provide  the  additional 
benefits  of  helping  your  patients  “feel  well” 
for  the  duration  of  their  colds  — free  of 
most  cold  symptoms. 


:iTRA®  FORTE  SYRUP 


ach  5cc  contains: 

lydrocodone  Bitartrate 5 mg. 

/VARNING:  May  be  habit  forming) 

.scorbic  Acid 30  mg. 

heniramine  Maleate 2.5  mg. 

yrilamine  Maleate 3.33  mg. 

'otassium  Citrate 150  mg. 


RECAUTIONS  Patients  should  be  advised  to  avoid  using  machinery  or  driving 
ntil  response  to  antihistamines  is  established  Use  with  caution  in  patients  with 
biosyncracies  to  formula  ingredients. 


CITRA®  FORTE  CAPSULES 


Hydrocodone  Bitartrate 5 mg. 

WARNING:  May  be  habit  forming) 

\scorbic  Acid 50  mg. 

^heniramine  Maleate  6.25  mg. 

^yrilamine  Maleate 8.33  mg. 

Chlorpheniramine  Maleate 1 mg. 

Phenylephrine  HCI  10  mg. 

Salicylamide 227  mg. 

Caffeine  Alkaloid 30  mg. 

Acetophenetidin 120  mg. 


PRECAUTIONS  Patients  should  be  advised  to  avoid  using  machinery  or  driving 
jntil  response  to  antihistamines  is  established.  Use  with  caution  m patients  with 
diosyncracies  to  formula  ingredients 

CITRA  FORTE  CAPSULES  should  be  used  with  caution  in  patients  with  hypertension, 
cardiac  disease,  diabetes  or  hyperthyroidism 

WARNING  This  preparation  may  damage  the  kidneys  when  us_ed  in  large  amounts  or 
for  a long  period  of  time  Use  with  caution  m greater  than  recommended  dose  or 
regularly  for  longer  than  10  days  (Acetophenetidin) 


Other  Ethically  Promoted 
Products  from  Boyle  & Company: 

• Digolase  . . . Digestive  enzymes 

• Glytinic  Tablets  and  Liquid  . . . Iron  plus 
aminoacetic  acid  for  iron  deficiency 
anemia 

• Triva  Douche  Powder . . . 

Oxyqoinoline  Sulfate  2.0%.  Alkyl  Aryl  Sulfonate  35.0%,  Sodium  Sulfate  52.5%. 
Disodium  EDTA  .33%. 

Treats  all  three  types  of  vaginitis 
Rx*  Triva  Jel  . . . 

Per  5 grams:  oxyquinoline  benzoate  7.5  mg.;  alkyl  aryl  sulfonate  62.5  mg., 
disodium  edetate  2.5  mg.;  aminacrine  HCI  10  mg.;  copper  sulfate  .063  mg.; 
sodium  sulfate  6.9  mg 

Provides  Continuous  action 
Rx*  Triva  Combination  ...  Jel  and  Powder  kit 

Precaution 

If  irritation  occurs  at  the  onset  of  treatment  with  Jel,  treatment  may  be 
postponed  for  a day  or  two  and  preliminary  treatment  with  'h  strength 
Triva  Douche  used.  Regular  treatment  should  then  be  resumed. 


BOYLK 


Boyle^  Company/ 
Pharmaceuticals 

13260  Moore  Street, 

Cerritos  Ca  90701 
© BOYLE  S COMPANY  82  28  0812 


Candidates  for 

nutritional  therapy. 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.* 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.** 


23,500,000  surgic 


j)OI 


patients.  Nutritional  sta 
can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absor 
tion  of  food.-’ 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca*  Plus  tablet  contains  5000  lU 
vitamin  A (as  vitamin  A acetate).  30  lU 
vitamin  E (as  d/-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid).  20  mg 
vitamin  B,  (as  thiamine  mononitrate), 

20  mg  vitamin  B.  (riboflavin).  100  mg 
niacin  (as  niacinamide).  25  mg  vitamin  Bj, 
(as  pyridoxine  HCI).  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid.  50  meg  vitamin  B|2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate).  0.1  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 
22,5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B|2  is  deficient.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B,2  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B,.. 

Precautions:  General:  Certain  conditio 
may  require  additional  nutritional  supt 
mentation.  During  pregnancy,  supplen 
tation  with  vitamin  D and  calcium  maj 
required.  Not  intended  for  treatment  < 
severe  specific  deficiencies.  Informatia' 
for  the  Patient:  Toxic  reactions  have  be 
reported  with  injudicious  use  of  certaii 
vitamins  and  minerals.  Urge  patients  l 
follow  specific  dosage  instructions  Ke 
out  of  reach  of  children.  Drug  and  Tret 
ment  Interactions:  As  little  as  5 mg  pyf 
doxine  daily  can  decrease  the  efficacy  > 
levodopa  in  the  treatment  of  parkinsoi 
ism.  Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  i 
been  reported  with  specific  vitamins  ai 
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)00,000  hospital 
itients  with 

lections/  lany  are  ano- 

ic  and  may  have  a markedly 
ced  food  intake.  Supplements 
)ften  provided  as  a prudent 
lusure  because  the  vitamin  sta- 
Rof  critically  ill  patients  cannot 
»"eadily  determined.^ 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.^ 
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Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1.  Shaw  S.  Lieber  CS:  Nutrition 
and  alcoholism,  chap.  40.  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS,  Shils  ME  Philadelphia.  Lea  & 
Febiger,  1980.  pp.  1220.  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28.  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit..  p.  781.  3.  Shils  ME,  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36,  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit. , 
pp,  1084,  1089,  1114.  4.  Dixon  RE:  Ann 
Intern  Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington, 
National  Academy  of  Sciences,  1980,  p.  13. 


^erals,  but  generally  at  levels  substan- 
u y higher  than  those  in  Berocca  Plus. 
•Ivever.  allergic  and  idiosyncratic  reac- 
his  are  possible  at  lower  levels  Iron, 
e n at  the  usual  recommended  levels, 
ft' been  associated  with  gastrointestinal 
iiilerance  in  some  patients. 

Gage  and  Administration:  Usual  adult 
d age:  one  tablet  daily.  Not  recom- 
»nded  for  children.  Available  on  pre- 
t ption  only. 

Iw  Supplied:  Golden  yellow,  capsule- 
^ped  tablets — bottles  of  100. 


f|cHE  LABORATORIES 
I'ision  of  Hoffmann-La  Roche  Inc. 
ifey,  New  Jersey  07110 


candidates  for 


RxONLY 


BerxDccaPlus 

THE  MULTIVITAMIN/MINERAL  FORMULATION 


easy  to  td« 


250-mg  Pulvules® 


Keflex' 

cephalexin 


Pediatric  Drops 


100  mg/ml 


Additional  information  available 
to  the  profession  on  request. 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Oklahoma  State  Medical  Association 


Everyone’s  talking 
about  helping  patients 
understand  their 
prescription  medication. . . 


ROCHE 

ME 

MEDICATION 

EDUCATION 


with  your  help, 

Roche  has  been  doing 
something  about  it 

WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
and  mail  to  Professional  Services  Department,  Roche  Laboratories, 
Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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Roche  Laboratories 

Division  of  Hoffmann-LaRoche  Inc. 

Nutley,  New  Jersey  07110 


NAME 


STREET  ADDRESS 


Medicines  that  matter  from  people  who  care  CITY 


STATE 


ZIP 


PRINTED  IN  U.S.A. 


1983  OSMA 
ANNUAL 
MEETING 


To  Be  Held 
At  the  Beautiful  New 


TULSA 

EXCELSIOR 

May  4-7,  1983 
Tulsa,  Oklahoma 


TIMBERLAWN 


PSYCHIATRIC  HOSPITAL 
214/381-7181 /P.O.  Box  11288/Dallas,  Texas  75223 

Psychiatric  Hospital  • Day  Hospital 
Department  of  Outpatient  Psychiatry 
Department  of  Child  and  Adolescent  Psychiatry 
Family  Assessment  Center  • Headache  Clinic 
Psychiatric  Residency  Program 
Established  in  191 7 


PSYCHIATRIST-IN-CHIEF 
Jerry  M.  Lewis,  M.D. 
MEDICAL  DIRECTOR 
Doyle  I.  Carson,  M.D. 
DIRECTOR  OF  PROFESSIONAL 
EDUCATION 

Keith  H.  Johansen,  M.D. 
MEDICAL  STAFF 
James  K.  Peden,  M.D 
Charles  G.  Markward,  M.D 
Bryon  L.  Howard. M.D. 

Roy  H.  Fanoni,  M.D. 

Mark  P.  Unterberg.  M.D. 

John  G.  Looney,  M.D. 

Kathleen  B.  Erdman,  M.D. 

Don  C.  Payne,  M.D. 

Mark  J.  Blotcky,  M D. 

William  W.  Estabrook,  M.D 
L.  Dwight  Holden.  M D. 

Paul  M.  Hamilton.  M.D 
SENIOR  CONSULTANT 
Perry  Talkington,  M.D 
CLINICAL  PSYCHOLOGY 
John  T.  Gossett,  Ph  D. 

Dale  R.  Turner,  Ph  D. 

Robert  W Hagebak.  Ph  D 
Thomas  Dimperio,  Ph  D. 
SOCIAL  WORK  DEPARTMENT 
Robert  P.  Stewart,  M.S.S.W 
Peggy  B.  Nash.  M.S.S.W. 

Keith  D.  Grace.  M.S.S  W, 

Dan  Bruce.  M.S.S.W. 

Marcelo  Matamoros.  M.S.S.W. 
Cecilia  Garton,  M.S.S.W. 
Barbara  K.  Hunt,  M.S.S.W. 

Gary  A.  Mitchell.  M.S.S.W 
Kathleen  L.  Lizama,  M.S.S.W 
Judy  L.  Hicks  . M.S.S.W. 
OCCUPATIONAL  THERAPY 
Geraldine  Skinner,  O.T.R. 
Director 

THERAPEUTIC  RECREATION 
Edward  R.  Supina,  M.T.R.S. 
Director 

DIRECTOR  OF  NURSING 
Mae  Belle  James,  R.N. 
ADMINISTRATOR 
Wayne  Hallford 
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COUNTKYVIEW 

A PRIVATE  RESIDENTIAL  PROGRAM 
EOR  THE  COMPREHENSIVE  TREATMENT 
OE  ALCOHOLISM  AND  CHEMICAL  DEPENDENCY 

Ten  beautifully  landscaped  acres,  individualized  programs, 
professional  care.  Country  View,  where  people  and  surroundings 
make  the  difference. 

For  more  information  contact; 

COUNTRY  VIEW 

12300  East  91st  Street  • Tulsa,  Oklahoma  74133  • (918)  252-2543 

All  mqumes  handled  tn  the  stnctest  confidence. 

W.R.  Reid,  ^f.D..  Director 


1983  OSMA 
ANNUAL 
MEETING 

To  Be  Held 
At  the  Beautiful  New 


TULSA 

EXCELSIOR 


May  4-7,  1983 
Tulsa,  Oklahoma 


A Child’s  Future 
Is  Too  Valuable 
To  Throw 
Away . . . 


Equal  Opportunity 
Employer 

Raphael  Center  Hospital 

The  Raphael  Center  Hospital  is  a new.  private,  comprehensive,  psychiatric 
inpatient  facility  designed  and  planned  specifically  for  children,  adolescents,  and 
young  adults,  who  are  experiencing  severe  emotional  and  behavioral  difficulty 
requiring  treatment,  schooling,  and  therapeutic  activities.  The  Raphael  Center 
provides  short  term  evaluation  and  treatment  as  well  as  long  term  care  given  by  a 
multi-disciplinary  professional  team  consisting  of  a psychiatrist,  child 
psychiatrists,  social  workers,  nurses,  teachers,  and  activity  therapists. 

For  more  information  contact  its  Director  of  Admissions: 

We  admit  patients  without  regard  to 
race,  color,  or  national  origin. 

A Non-Discnminalory  Facility 

Raphael  Center  Hospital 

Ashland  & PreM'itt 
Nevada,  MO  64772 
Phone:  417-667-2666 
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Oklahoma  State  Medical  Association 


OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES,  INC. 

800  Physicians  Professional  Bldg.  1044  Southwest  44th 
3400  N.W.  Expressway  Suite  #520 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73109 
(405)  946-5641  (405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc  James  M.  Hartsuck,  MD,  Inc 

John  M.  Carey,  MD,  Inc  R.  Darryl  Fisher,  MD,  Inc 

Nazih  Zuhdi,  MD,  Inc  Marvin  D.  Peyton,  MD,  Inc 

William  D.  Hawley,  MD,  Inc 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 
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OKLAHOMA  CITY  CLINIC 


Multiple  Specialty  Clinic 

701  Northeast  10th  Street  • Oklahoma  City.  Oklahoma  73104  • Telephone — 271-2700 


INTERNAL  MEDICINE 

RHEUMATOLOGY 

DERMATOLOGY 

W W Rucks,  Jr . MD 
William  S.  Pugsley.  MD 

William  T.  Tatum,  Jr..  MD 

William  J.  Sahl,  Jr.,  MD 

Donald  G Preuss.  MD 

OBSTETRICS  AND 

CARDIOVASCULAR- 

Earl  S.  Elliot,  Jr.,  MD 

GYNECOLOGY 

THORACIC  SURGERY 

Ellison  H Wittels,  MD 

John  W.  Records.  MD 

Edward  R.  Munnell.  MD 

CARDIOLOGY 

Schales  L Atkinson.  MD 
Roger  D Quinn.  MD 

R.  Nathan  Grantham,  MD 
Paul  J.  Kanaly.  MD 

Charles  W Cathey,  MD 

Thomas  R.  Bryant.  MD 

Charles  W Robinson.  Jr.,  MD 

Ronald  E Hempling,  MD 

RADIOLOGY 

Alexander  Poston.  MD 
Thomas  R Russell,  MD 
Paul  C Houk.  MD 
Stahley  G Rockson,  MD 

Laura  L Mackie,  MD 

ORTHOPEDIC  SURGERY 

Edwin  R.  Maier,  MD 

Edmond  H.  Kalmon.  Jr.,  MD 
Melvin  C Hicks,  MD 
J.  Kent  Chesnut,  MD 
Alan  M.  Effron,  MD 

ENDOCRINOLOGY 

J.  Patrick  Livingston,  MD 

Howard  G.  Daniel.  MD 
Robyn  L Birdwell.  MD 

James  L Males,  MD 

OTOLARYNGOLOGY 

Ronald  P Painton,  MD 

Charles  J.  Wine.  MD 

UROLOGY 

GASTROENTEROLOGY 

Joseph  E Leonard.  MD 
Willard  B.  Moran,  Jr..  MD 

Donald  D.  Albers,  MD 
William  F Barnes.  MD 

Malcolm  G.  Robinson.  MD 
David  A Neumann,  MD 

PEDIATRICS 

CLINICAL  PSYCHOLOGY 

Gretchen  A McCoy.  MD 

James  E Mays,  Jr„  MD 

Lucien  D.  Rose.  PhD 

PULMONARY  DISEASE 

Hal  B.  Vorse,  MD 
William  J Kruse,  MD 

AMBULATORY  CARE 

William  W Cook,  MD 
Mark  Steven  Fixley,  MD 
Steven  R.  Smith,  MD 

Gary  D.  McGann,  MD 
Mickey  E.  Crittenden.  MD 
Donald  L.  Wilber.  MD 

Leslie  A.  Arneson,  MD 
Kent  C Hensley,  MD 

INFECTIOUS  DISEASES 

Daniel  J.  Sexton,  MD 

GENERAL  SURGERY 

Frank  G.  Gatchell,  MD 

EXECUTIVE  DIRECTOR 

A Wayne  Coventon 

Cliftord  G.  Wlodaver.  MD 

Stephen  G.  ReMine.  MD 

HEMATOLOGY-ONCOLOGY 

Ralph  G Ganick,  MD 

XX 


Oklahoma  State  Medical  Association 


We  believe  private  psychiatric  treat- 
ment is  a vital  option  which  should  al- 
ways be  available  to  physicians  and 
their  patients.  Since  1939,  we  have  been 
dedicated  to  bringing  life's  potential 
within  the  grasp  of  our  patients. 

Through  our  adolescent  treatment 
program,  we  are  meeting  the  mental 
health  needs  of  a growing  group  of 
psychiatric  patients.  Willow  View  Hos- 
pital has  also  expanded  its  alcohol  re- 
habilitation program. 

The  administration  and  staff  invite 
you  to  become  better  acquainted  with 
the  services  we  offer  at  Willow  View. 


MEDICAL  STAFF 


Nolen  L.  Armstrong,  MD 
Harold  J.  Binder,  MD 
Wolfgang  K.  Huber,  MD 


Harold  G.  Sleeper,  MD 
Medical  Director 


Harald  S.  Krueger,  MD 
Joseph  B.  Ruffin,  MD 
Harold  G.  Sleeper,  MD 


Nolen  L.  Armstrong,  MD 
Chief  of  Staff 


Dolores  R.  Wiggins,  Hospital  Administrator 


2601  Spencer  Road 

P. 0.00x11137  • Oklahoma  City,  Oklahoma  73136  • Phone  405  427-2441 
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Lyman  C.  Veazey,  MD  Winfred  L.  Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 


207  C Street  NW 


Ardmore,  Ok.  73401 


Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 

FAMILY  PRACTICE 
J W McDoniel,  MD 
J O Wood,  Jr  . MD 
Don  R Hess.  MD 
Tim  Bohn.  MD 


INTERNAL  MEDICINE 
W S Harrison.  MD 
D L Slehr  MD 
R S Davis.  MD 
Vernon  A Vix.  MD 

GASTROENTEROLOGY 
C K Su,  MD 

CARDIOLOGY 
J T Bledsoe.  MD 

OBSTETRICS  AND  GYNECOLOGY 
Nancy  W Dever  MD 
Alan  J Weedn.  MD 

PEDIATRICS 
R E Herndon.  MD 
E R Orr  MD 
J E Freed.  MD 
M P Escobar,  MD 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R Gibson.  MD 
James  Ed  Brown  MD 


GENERAL  AND  VASCULAR  SURGERY 
Linda  M Johnson.  MD 
Wayne  L Manson.  MD 


THORACIC 

AND  VASCULAR  SURGERY 
Paul  B Loh.  MD 


PHYSICAL  MEDICINE  AND 
REHABILITATION 

Kumud  vaidya.  MD 


UROLOGY 
K T Varma.  MD 

ORTHOPEDIC  SURGERY 

W T Morris.  MD 
Keith  W Riggins.  MD 


RADIOLOGY  (Consulting) 
Don  Delzer.  MD 
J H Gardner.  MD 
J E Milton.  MD 
Dan  Rhodes.  MD 

PHYSICIANS  ASSISTANTS 

W M OhI,  PA 
H L Watkins.  PA 
Myra  Campbell.  PA 

ADMINISTRATION 

James  W Loy 


Accredited  A.A.H.C.,  Inc. 

MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


TIMBER  CREEK  BRANCH 

ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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Oklahoma  State  Medical  Association 


eLflxr-nBjon  cunic 


INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

SELWYN  A.  WILLIS,  MD,  Inc. 
WILLIAM  G.  MAYS.  MD,  Inc. 

W.  F.  PHELPS,  MD 

RALPH  L.  NICHOLSON.  MD,  Inc. 

RICHARD  E.  WITT,  MD 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 
PATRICK  J.  DALEY.  MD 

RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 

WILLIAM  F.  EWING,  MD,  INC. 

BOYD  O.  WHITLOCK,  MD 

RICHARD  H.  REID,  MD 

R.  A.  SEARCY,  MD 

PHILIP  W.  PERRYMAN,  JR.,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD,  Inc. 
FRANKLIN  S.  NELSON.  MD 


ADMINISTRATION 

JOSEPH  W.  RHINE 


1923  East  21st  Street  Box  52218*TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 


1401  East  Van  Buren  Avenue 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 


OTOLARYNGOLOGY 

SAMUEL  E.  DAKIL, 


MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
FRANCIS  R.  LONERGAN,  MD 

OBSTETRICS-GYNECOLOGY 

ROBERT  G.  CATES,  MD 
W.  RILEY  MURPHY,  JR.,  MD 

SURGERY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 
GEORGE  M.  BROWN,  JR.,  MD,  FACS 


RADIOLOGY 

BRUCE  H.  BROWN,  MD 


ADMINISTRATION 

PAUL  B.  BISHOP 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE, 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 

INC. 

General  Surgery 
THORNTON  KELL,  MD,  FACS 
*TOM  SPARKS,  MD,  FACS 

General  and  Vascular  Surgery 
^WILFRED  S.  GAUTHIER,  MD,  FACS 

Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 
^CLIFFORD  LORENTZEN,  MD,  FACP 
*DAVID  D.  ROSE,  MD 
=^JOE  R.  HAMILL.  MD 
*KEVIN  H.  REED,  MD 

Radiology  (Consultants) 
^MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 

Pediatrics 

*DEBORAH  N.  BAIRD,  MD 
GWEN  C.  FUENTES,  MD 

Pathology  (Consultant) 
*CARL  A.  SCHWEERS,  MD 

Administrator 

ROGER  H.  HUGHES 

Phone:  A7C  405-223-5311 

* Specialty  Board  Diplomate 

750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MD± 
Vernon  D.  Cushing,  MDt* 
George  L.  Winn,  MD^ 
Robert  S.  Ellis,  MOr* 
Lyle  W.  Burroughs,  MDt'° 


Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MD^* 
John  R.  Bozalis,  MCh-* 
James  D.  Lakin,  Ph.D.,  MD+* 
John  S.  Irons, 

Warren  V.  Filley, 


I Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr , Administrator 

By  appointment  8 a m to  5 p.m  (Wednesday  and  Saturday  8 a m.  to  12  noon) 
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Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OE  ORTHOPEDICS 
*Marvin  K.  Margo,  MD,  EACS 
♦James  P.  Bell,  MD,  EACS 
♦Stephen  Tkach,  MD,  FACS 
♦Joseph  F.  Messenbaugh  111,  MD,  FACS 
♦J.  Patrick  Evans,  MD,  FACS 
♦Edwin  E.  Rice,  MD,  FACS 
♦Warren  G.  Low,  MD 
♦Thomas  C.  Howard,  III,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mar\'  L.  Duffy  Honick,  MD 
♦Richard  J.  Hess,  MD,  FACP 
♦Jon  W.  Blaschke,  MD 
♦R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 


♦Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
lames  A.  Hyde,  Administrator 


Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  SARATOGA  P.O  BOX  849  SHAWNEE,  OKLAHOMA  74801  Phone:  405-273-5801 


ALLERGY  INDUSTRIAL  MEDICINE 

A M Bell.  MD"  A M Bell,  MD 

Jake  Jones,  Jr . MD 
R K,  Mohan,  MD 

ANESTHESIOLOGY  CONSULTANTS 


Ellis  Brown,  MD" 
Michael  Daughety.  MD' 


DERMATOLOGY 

Bert  C,  Frichol.  III.  MD" 


FAMILY  PRACTICE 

K T Mosley,  Jr  , MD 


INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D Felzer,  MD 
Eldon  V.  Gibson,  MD" 
John  R Hayes.  MD 
D A Mace.  MD 


OBSTETRICS,  GYNECOLOGY 

Paul  B Edmonds,  MD" 

Richard  E Jones,  MD" 

Stephen  E.  Trotter,  MD 


ORTHOPEDIC  SURGERY 

T A Balan.  MD,  FAAOS" 

R M Kamalh.  MD,  MS*  (Ortho) 
S.  M.  Waingankar,  MD 


OTORHINOLARYNGOLOGY 

S Rishi,  MD 


PEDIATRICS 

A M Bell.  MD- 
Jake  Jones.  Jr..  MD 
R K Mohan.  MD 


RADIOLOGY  CONSULTANTS 

William  Phillips.  MD' 

Robert  G Wilson.  MD' 

Cranfill  K Wisdom,  MD" 


UROLOGY 
N M Kotecha.  MD 


GENERAL  SURGERY 

Frank  H Howard,  MD" 
Jerold  D Kethley.  MD 
Jeffrey  L Wallace.  MD* 


NEONATOLOGY 

R K Mohan,  MD 


PATHOLOGY  CONSULTANT  ADMINISTRATOR 

David  L McBride,  MD"  W J Birney 

* Board  Certified 
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PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

13313  N.  Meridian,  Buidling  A 405  755-4451  Oklahoma  City,  Oklahoma  73120 

Board  Certified  in  Plastic  Surgery 


OKLAHOMA  HANDi==-*^-i 
SURGERY  CENTER,  INcTl^J 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 


OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 
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ALLERGY 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC.  INC 


John  L.  Davis,  MD 
3330  N W 56th 

Oklahoma  City.  Oklahoma  73112 
405  843-6619 


Suite  602 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catherization,  Aortography  and  Selective  Coronary  Arteriography 
Telephone  Electrocardiography  (24  hr,  service).  Treadmill 
Elton  Tolerance,  Hypertensive  Evaluation 
■J  J Donnell,  MD  947-2556  -J  i Bressle,  MD  946-0568 

•G.  L Honick,  MD  943-8428  A F Elliott,  MD  943-8421 

A S.  Dahr.  MD  947-2321 

'Certified  by  the  American  Board  ol  Cardiovascular  Disease 
Doctors  Medical  Building 

6th  Floor  5700  N W Grand  Blvd.  Oklahoma  City,  Oklahoma  731 12 


OKLAHOMA  ALLERGY  CLINIC,  INC 


Specializing  m the  Diagnosis  and  Treatment  of  Allergic  Disease 
George  S Bozalls,  MDJ  Charles  D Haunschild,  MDt° 

Vernon  D.  Cushing.  MDf  James  H Wells,  MDf 

George  L,  Winn,  MDf  John  R.  Bozalls,  MDf 

Robert  S.  Ellis,  MDf  James  D Lakin,  PhD,  MDf 

Lyle  W,  Burroughs.  MDf  John  S.  Irons,  MDt° 

Warren  V Filley.  MD' 


t Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
' Diplomate  American  Board  of  Internal  Medicine 
"Diplomate  American  Board  of  Pediatrics 


Office  Address; 

750  Northeast  13th  Street 
Telephone  405  271-3232 


Mail  Address: 

Post  Office  Box  26827 
Oklahoma  City,  OK  73126 


DERMATOLOGY 


RONALD  W GILCHRIST,  JR  . MD 
Diseases  and  Malignancies  of  the  Skin 
632-5565  Therapy  ^jOO  South  Douglas  Avenue 

Oklahoma  City,  Oklahoma  South  Community  Medical  Center 

ROBERT  L OLSON,  MD 
Diseases  of  the  Skin 

Suite  707  Skin  Cancers  942-8825 

3400  N W Expressway  Oklahoma  City,  Oklahoma  731 12 


SKIN  & SKIN  CANCER  CENTER,  INC 
C Jack  Young.  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 
CLINIC  BUILDING  3434  N W 56th 

OKLAHOMA  CITY.  OKLAHOMA  946-5678 


JAMES  A.  MURRAY.  MD,  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa.  Oklahoma  74177 


ENDOCRINOLOGY  - METABOLISM  - DIABETES 


JOHN  WHITFIELD  DRAKE,  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Baptist  Medical  Center  / 949-3286 

3300  N W Expressway  Oklahoma  City.  Oklahoma  73112 

Endocrinology-Metabolism-Diabetes 
MODHI  GUDE,  MD 

Diplomate  Americah  Board  of  Internal  Medicine 
Endocrinology  and  Metabolism 

Pasteur  Medical  Building  Suite  549  232-8965 

1111  North  Lee.  Oklahoma  City.  OK  73103  If  no  answer  949-5067 


AEROSPACE  MEDICINE 


CLYDE  A,  LYNN,  BA,  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow.  American  College  of  Preventive  Medicine 
Flight  Surgeon.  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor,  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd  by  Appointment  (405) 

Norman.  OK  73069  _ * . a.  ^ ^ 329-26: 

Senior  Aviation  Medical  Examiner 

FAA  NO  07448-1 


CARDIOLOGY 


EYE.  EAR,  NOSE  AND  THROAT 

John  W Huneke.  MD,  FACS.  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certifieo  oy  the  American  Board  of  Ophthalmology 

Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON.  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


STANLEY  R McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 

1 21 1 North  Sharfel  236-1295 

Oklahoma  City,  Oklahoma 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 


Wm.  Best  Thompson.  MD 

Ronald  H,  White,  MD 

Galen  P.  Robbins.  MD 

William  J.  Fors.  MD 

William  S.  Myers.  MD 

W H.  Oehlert,  MD 

Lawrence  M Higgs.  MD 

Charles  F Bethea.  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catherterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City,  Okla.  73112  Telephone  947-3341 


JAMES  L.  DUNAGIN,  JR  , MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 
Phone  1 (918)  426-1432  2 Clark  Bass  Boulevard 

Suite  202,  Doctors  Building  McAlester,  Oklahoma  74501 


V JERRY  SHEPHERD.  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  946-3327 

3400  N W 56th  St.,  Suite  G-2  Oklahoma  City  73112 


NEUROPSYCHIATRY 


HAROLD  G.  SLEEPER,  MD.  FAPA 
Diplomate  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spencer  Road  Res  478-2589 

Spencer.  Oklahoma  73084 
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OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 

RAYMOND  J DOUGHERTY,  MD 

Oklahoma  Otolaryngology  Assoaates 
RAYMOND  O SMITH,  JR  . MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 

Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City.  Oklahoma  73103 

ORTHOPEDICS 

NORMAN  K,  IMES.  MD 
JOHN  A JUERS.  MD 
DENNIS  M PARKER,  MD 

DON  H O DONOGHUE.  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 

1111  North  Lee  O'Donoghue  Rehabilitation  Institute 

Oklahoma  City,  OK  73103  1122  N E 131h  Street 

235*3385  Okishoms  City.  OK  73126 

271-3682 

Diplomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  405  949-9400 

Oklahoma  City,  Oklahoma  73112 

ORTHOPEDIC  SURGERY  AFFILIATES,  INC 

RADIOLOGY 

1044  S.W  44th 

Oklahoma  City,  Oklahoma  73109 
405-631-7444 

Dale  R Butler.  MD.  FACS  G David  Casper.  MD 

J,  A Rosacker.  MD 

JOHN  RAYMOND  STACY.  MD.  FACS 
Diplomate  American  Board  ol  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N W 12th  St  Oklahoma  City.  Oklahoma  235-6315 

RADIOLOGY  ASSOCIATES,  INC 

JAMES  T BOGGS.  MD  LINDBERGH  J RAHHAL,  MD 

ROBERT  SUKMAN.  MD.  FACR  RALF  E.  TAUPMANN,  MD 

WILLIAM  R ALBRACHT.  MD  GARY  G.  ROBERTS,  MD 

ROGER  B COLLINS.  MD  JOHN  R OWEN.  MD 

GEORGE  BEN  CARTER.  MD  HAROLD  D DAVIDSON.  MD 

RICHARD  B PRICE,  MD,  FACR.  DABNM  JAY  A.  HAROLDS.  MD,  DABNM 

MICHAEL  A SARTIN,  MD 

Diplomates  Amencan  Board  of  Radiology 

X-Ray-Diagnosis  including  Ultra  Sonography,  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine 

PEDIATRIC  SURGERY 

E Ide  Smith,  MD‘  Wm  P.  Tunell.  MD'  James  A Carson.  MD' 

940  N E 13th  Street 

204  Medical  Tower  Bldg  Baptist  Medical  Center  848-7741 

400  Physicians  Professional  Bldg  Bethany  General  Hospital  943-9646 

700  Doctors  Medical  Bldg  Deaconess  General  Hospital  946-9923 

Oklahoma  City.  Oklahoma  73126  405  271-5922 

'American  Board  of  Surgery  — 

Special  Competence  in  Pediatnc  Surgery 

SURGERY 

PSYCHIATRY 
LARRY  PRATER,  MD 

ROBERT  B HOWARD,  MD.  FACS 
Certified  Amencan  Board  of  Surgery 

Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg  Phone  235-2341  Oklahoma  City 

Practice  Limited  to  Psychiatry 

Suite  704  Presbyterian  Professional  Building  271-6677 

711  Stanton  L-  Young  Boulevard  Oklahoma  City.  Oklahoma  73104 

PSYCHIATRY 

Charles  E Smith.  MD.  FAPA,  FACP 
Robert  J Outlaw.  MD.  FAPA 
R Mural!  Krishna.  MD.  MAPA 

Diplomates  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 

MICHAEL  E REIF.  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City,  OK  73120  After  hours  232-8861 

Thurman  E Coburn.  PhD.  Licensed  Clinical  Psychologist 
David  Schwartz.  ACSW.  Clinical  Psychiatric  Social  Worker 
Suite  308  1211  North  Shartel  272-0734 

RECONSTRUCTIVE  AND  PLASTIC  SURGERY 

Physicians  & Surgeons  Building  Oklahoma  City  73103 

PULMONARY  DISEASE 

STEPHEN  N ADLER,  MD 
Diplomate 

American  Board  of  Internal  Medicine 

PARAMJIT  S BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1211  N Shartel  235-6671 

Suite  600  Oklahoma  City.  Okla.  73103 

American  Board  of  Internal  Medicine  • Pulmonary  Disease 

LEONARD  H BROWN,  MD 

Pulmonary  Medicine  Fiberoptic  Bronchoscopy 

Pulmonary  Function  and  Methacholine  Testing  Lung  Needle  Biopsy 

Pulmonary  Artery  (Swan-Ganz)  Catheterization  Critical  Care  Medicine 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

Mercy  Doctors  Tower  4200  Memorial  Road 

Oklahoma  City.  OK  73120  (405)  755-4290 

6913  S Canton  Tulsa.  Oklahoma  74136  492-3964 
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3400  N W Expressway 


WILLIAM  J FORREST.  MD 
Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

Oklahoma  City 


947-8760 


HERBERT  M KRAVITZ,  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive.  Cosmetic  and  Hand  Surgery 


Office  946-2694 


2620  Northwest  Expressway 
Oklahoma  City.  Oklahoma 


FRED  R MARTIN.  MD 

601  SI  John's  Doctors  Bldg 
1705  Easi  19th  Street 
Tulsa.  Oklahoma  74104 
742-4851 


JOHN  M CLARK.  MD 

810  Warren  Professional  Bldg, 
6465  South  Yale  Ave. 
Tulsa.  Oklahoma  74136 
492-6131 


Diplomates  American  Board  of  Plastic  Surgery 


UROLOGY 


Suite  606 
1211  N,  Shartel 


A de  OUEVEDO.  MD.  Inc. 
Diplomate  of  the  American  Board  of  Urology 

Oklahoma  City.  Oklahoma  73103 


232-1333 


JOSEPH  D PARKHURST.  MD 


7908  N W 23rd  Street 
Bethany.  OK  73008 


Suite  7 
495-6134 


BARNEY  J.  LIMES.  MD 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg 
1211  N.  Shartel 
Oklahoma  City 
Phone  235-0315 


GENE  T BAUMGARNER.  MD.  FACS 
Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 


Oklahoma  City.  Oklahoma  73120 


405  755-3723 


Professional  Card  listings  are  available  to 
Members. 

They  are  sold  in  vertical  increments 
of  one-half  inch, 
at  the  rate  of 
$50.00  per  year. 


OKLAHOMA 


OS 

PC 


1 CLINIC_ 

Oklahoma  Spine/Pain  Clinic 

Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha.  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3113  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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Legislation:  It’s  Up  To  You 

The  above  title  is  the  new  logo  for  the  AMA 
Auxiliary  Legislation  Committee.  It  is  also  the 
title  of  a report  on  the  activities  of  the  AMA 
Auxiliary  Legislation  Committee  and  will  be 
sent  to  all  state  legislative  chairmen  and  other 
national  and  state  leaders.  This  newsletter  will 
serve  as  a vehicle  for  sharing  information  re- 
garding the  legislative  activities  of  individual 
states. 

Think  about  it,  what  could  be  a more  appro- 
priate slogan  to  appeal  to  our  sense  of  respon- 
sibility? As  parents  we  instill  accountability  in 
our  children  when  we  stress,  "Only  you  are  re- 
sponsible for  your  actions.”  President  Truman 
had  a well  known  slogan  sitting  on  his  desk  for 
everyone  to  read,  "The  buck  stops  here;”  yet 
another  way  to  say,  IT’S  UP  TO  YOU. 

When  we  apply  this  to  other  aspects  of  our 
life  it  includes  participating  in  our  own  medi- 
cal auxiliary  and  its  projects,  one  of  which  is 
legislative  action.  Recently,  a state  legislative 
workshop  was  held  to  acquaint  us  with  the 
working  of  state  government  and  inform  us  as 
to  how  we  might  affect  better  health  legisla- 
tion. We  learned  that  the  coming  years  will 
have  much  medically  oriented  legislation  that 
will  drastically  affect  the  delivery  of  health 
care  to  all  the  citizens  of  our  state.  It  was  sug- 
gested that  we  need  to  help  educate  the  com- 
munity in  how  to  intervene  in  meaningful 
ways. 

Expressing  an  interest  by  writing  letters, 
asking  questions  and  making  telephone  calls 
will  "drive  legislators  crazy,”  says  Dr  Bill 
Hughes,  Chairman  of  the  State  Legislative 
Committee. 

According  to  Dr  Hughes,  legislators  count  on 
apathy,  and  informed  constituents  are  alarm- 


ing, because  lawmakers  tend  to  think  no  one 
cares  what  they  do.  If  three  letters  are  received 
from  a district  on  a bill,  it  is  labeled  as  "many 
people  are  interested.”  On  the  other  hand, 
twelve  inquiries  constitutes  a "ground  swell  of 
opinion.”  So  you  see,  once  again,  IT’S  UP  TO 
YOU. 

"Women  tend  to  be  much  more  social  crea- 
tures than  men,”  further  stated  Dr  Hughes.  As 
such,  we  are  more  in  touch  with  all  that  goes 
on  in  our  community  and  have  a broader  pers- 
pective about  public  affairs. 

"Men  have  a gun-barrel  point  of  view,”  he 
said,  "but  if  women  really  want  to  form  their 
husband’s  point  of  view  they  can.” 

In  order  to  help  mold  opinion,  however,  we 
must  be  better  informed  and  aware,  so  once 
again  your  state  medical  auxiliary  is  going  to 
offer  you  the  opportunity.  This  will  be  your 
chance  to  enlighten  yourselves  regarding  the 
current  legislation  being  acted  on  in  our  state. 

This  year  we  will  participate  in  "Health 
Care  Legislation  Day.”  Targeted  for  February 
15  or  16,  1983  (we’ll  let  you  know  exactly 
later),  we’ll  meet  at  the  state  capitol  and  then 
break  into  smaller  groups,  each  with  a leader, 
and  allow  you  to  sit  in  on  actual  committee 
hearing  on  health  legislation.  Following  this, 
will  be  a brief  time  for  auxilians  to  meet  their 
district  legislators  and  ask  questions  and  then 
have  a sit-down  luncheon.  For  those  who 
choose  to,  time  will  be  allotted  to  go  into  the 
House  and  Senate  and  watch  the  floor  debates. 

This  promises  to  be  an  interesting,  reward- 
ing day  and  will  give  you  an  opportunity  to 
further  educate  yourself  on  the  politics  shaping 
our  state. 

Come,  get  involved,  IT’S  UP  TO  YOU  . . . 
INVOLVEMENT  REALLY  DOES  TIP  THE 
SCALES. 
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The  American  Academy  of  Otolaryngology 
— Head  and  Neck  Surgery,  Inc,  has  elected 
Robert  J.  Keim,  MD,  Oklahoma  City,  as  sec- 
retary of  the  board  of  governors.  Dr  Keim  is  the 
current  secretary  of  the  American  Neurotology 
Society.  Jack  V.  Hough,  MD,  Oklahoma  City, 
was  elected  to  a three-year  term  on  the 
academy’s  audit  committee.  Dr  Hough  cur- 
rently serves  as  president  of  the  American  Oto- 
logical  Society. 

A nationwide  toll-free  hot  line  has  been  es- 
tablished by  the  US  Department  of  Health  and 
Human  Services  (HHS)  to  gather  information 
about  fraud,  waste,  and  abuse  in  the 
department’s  350  programs,  including  Medi- 
care and  Medicaid.  The  number  is 
1-800-368-5779.  Operators  in  the  inspector 
general’s  office  will  answer.  As  a pilot  for  the 
national  hot  line,  HHS  set  up  a local  Washing- 
ton number  two  years  ago.  More  than  5,900 
federal  workers  and  taxpayers  have  used  the 
local  number  to  report  fraud  and  abuse.  About 
10%  of  the  complaints  resulted  in  remedial  ac- 
tion. 

George  Dellaportas,  MD,  former  chairman  of 
the  Department  of  Preventive  Medicine  and 
Community  Health,  University  of  Illinois  Col- 
lege of  Medicine,  is  the  new  director  of  the 
Oklahoma  City-County  Health  Department. 
His  appointment  became  effective  January  1. 

A study  funded  by  the  National  Institute  of 
Child  Health  and  Human  Development  indi- 
cates that  45%  of  all  premarital  teenage  preg- 
nancies occur  in  the  first  six  months  of  sexual 
activity.  More  than  a third  occur  in  the  first 
three  months  alone.  The  study  also  showed 


that  younger  adolescents  are  less  likely  than 
older  teenagers  to  use  contraceptives  during 
their  first  sexual  experience.  The  findings  in- 
dicate that  education  about  contraception 
methods  should  take  place  before  teenagers  be- 
come sexually  active. 

Jean  Pitts,  MD,  Oklahoma  City,  was  honored 
as  a 1982  Byliner  by  the  Oklahoma  City  chap- 
ter of  Women  in  Communications,  Inc.  Byliner 
awards  are  made  to  women  selected  for  making 
significant  contributions  in  their  field  of  en- 
deavor. 

Two  Oklahoma  physicians  have  been 
elected  to  fellowship  by  the  American  College 
of  Physicians.  They  are  Charles  K.  Holland, 
MD,  McAlester,  and  Khader  K.  Hussein,  MD, 
Oklahoma  City.  Election  to  fellowship  signifies 
that  a physician  has  been  recognized  by  col- 
leagues as  having  attained  a high  level  of 
scholarship  and  achievement  in  internal 
medicine. 

The  Flying  Physicians  Association  will 
hold  its  29th  annual  meeting  June  19-24,  1983, 
at  Jackson  Lake  Lodge  in  Grand  Teton  Na- 
tional Park,  Wyoming.  Seymour  Polk,  MD, 
chairman  of  the  association’s  Scientific  Prog- 
ram Committee,  has  issued  a call  for  scientific 
papers.  Physicians  interested  in  submitting  a 
paper  should  contact  Dr  Polk  at  777  Pollard 
Road,  #5,  Los  Gatos,  California  95030.  The 
Flying  Physicians  Association,  founded  in 
1954,  is  open  to  all  physicians  who  hold  a valid 
pilot’s  license.  For  information  about  the  as- 
sociation and  the  annual  meeting,  contact  Al- 
bert Carriere,  Business  Counsel,  Flying  Physi- 
cians Association,  801  Green  Bay  Road,  Lake 
Bluff,  Illinois  60044.  □ 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane 


JIurazepam  HCI/Roche 

15-mg/30-mg  capsules 


• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 


Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nulley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
/3:18-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  241:1692-1605. 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  /9;576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Aim  Geriatr  Soc  27:54\-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978, 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL.  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ. 

Dalmane^  (£ 

(flurazepam  HCI/Roche) 

Before  prescribing,  piease  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurcize- 
pam  HCl;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepcim.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  lor  those 
patients  on  medication  lor  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported;  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCl. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


ContemporaryHypnoticTherapy  \ 


Dalmane®  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.^ 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.' 


15-mg/30-mg  capsules 


/ OnrHcX  Roche  Products  Inc. 

\ Manati,  Puerto  Rico  00701 
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Please  see  summary  of  product  information  on  reverse  side. 
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Oklahoma  State  Medical  Association 


The  High  Altitude 
Costs  of  “Claims 
Made”  Insurance 


A “Claims  Made”  malpractice  policy  is  designed 
to  rise  in  price  like  a hot  air  balloon. 


So  the  probabilities  are  sky  high  that  in  the  long  run  you’ll  pay  much  more  for  your  coverage 
if  you  make  a switch  from  PLICO  to  the  new  “Claims  Made”  competitor  now  soliciting  Oklahoma 
physicians. 

The  low  first-year  cost  of  their  balloon-like  policy  is  doubled  by  inflation  in  the  second  year, 
followed  by  an  approximate  50  percent  expansion  in  the  third  year  and  still  more  increases  are 
pumped  in  during  the  fourth  and  fifth  years.  All  of  these  step-rated  increases  are  compounded 
to  the  point  where  your  fifth  year  premium  will  be  three  to  four  times  larger  than  the  inviting  first- 
year  cost  of  this  “Claims  Made”  policy. 

PLlCO’s  premiums  feature  down-to-earth  stability.  Your  cost-conscious  Board  of  Directors  has 
managed  to  keep  PLlCO’s  rates  essentially  unchanged  over  a four-year  period  — even  during 
a time  of  record  high  general  inflation. 

By  using  the  current  rates  of  both  carriers,  and  by  assuming  the  same  relative  performance  over 
the  next  five  years,  we  can  easily  demonstrate  the  folly  of  giving  any  consideration  to  our  com- 
petitor’s product. 

If  you’re  a general  surgeon,  for  example,  over  a 5-year  period  you’ll  pay  PLlCO’s  competitor 
a whopping  total  premium  of  $32,151  for  a $1,000,000  professional  liability  insurance  policy. 
Yet  PLICO  charges  only  $18,685  for  the  same  coverage  limit  over  the  same  time  frame. 

So  on  the  bottom  line  we  find  that  PLICO  saves  you  $13,446  — which  is  enough  pocket  change 
to  buy  your  wife  a new  Buick ...  or  enough  to  bankroll  your  daughter’s  wedding ...  or  enough 
to  make  a substantial  down  payment  on  that  special  little  place  by  a placid  lake.  . .or  enough  to 
buy  10,773  Big  Macs  for  your  kids  and  several  armies  of  their  friends. 

And  with  sweepstakes  savings  like  these  coming  your  way  through  PLlCO’s  frugal  operations, 
it  goes  without  saying  which  company  you  should  choose  as  your  malpractice  carrier. 

You’ll  make  the  right  decision  — or  our  name  isn’t  PLICO! 


THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P.O.  Box  18171  • Oklahoma  City,  OK  73154  • 405/843-0215 


CITY  OF  FAITH 


Medical  and  Research  Center  • Tulsa,  OK  74136 


I'ERNAL  MEDICINE 

EERAL  INTERNAL  MEDICIME 

Ih'jn  N.  Corder,  M.D. 
s(l  A.  Talacki,  M.D. 

ADIOLOGY 

■t'O.  Knight,  M.D. 

W.  Linhart,  M.D. 

•<'1 J.  MacNeil,  M.D. 

nOCRINOLOGY 

ejge  W.  Moore,  M.D. 

/TROENTEROLOGY 

|(M.  Taylor,  M.D. 

fiCTlOGS  DISEASES 

n D.  Edwards.  M.D. 

IHRQLOGY 

>1  J.  Keveney,  Jr.,  M.D. 

|(:ia  M.  Lindsay,  M.D. 

igIROLOGY 

Hael  Karathanos,  M.D. 
all  W.  Richter,  M.D. 

CMONARY  MEDICINE 

A.  Redding,  M.D. 

|j:OLOGY 

|jr  F.  Hoge,  M.D. 
rlony  J.  Murgo,  M.D. 
jm  F.  Nimeh,  M.D. 

ilATOLOGY 

■ ony  J.  Murgo,  M.D. 
t m F.  Nimeh,  M.D. 

tVLTH  APPRAISAL  CLINIC 

H'ert  O.  Williams,  M.D. 

IIERGENCYROOM 

|SDICINE 

I Knight,  Jr.,  M.D. 

I'ard  C.  Lauber,  Jr.,  M.D. 
j rge  L.  Osborne,  M.D. 

Pennington,  M.D. 


SURGERY 

CARDIAC-THORACIC  SURGERY 

H.  Joseph  Holliday,  M.D. 

Jasper  L.  McPhail,  M.D. 

GENERAL  SURGERY 

Ralph  L.  Byron,  M.D. 

David  B.  Hinshaw,  M.D. 

D.  Lewis  Moore,  M.D. 

George  L.  Osborne,  M.D. 

Roger  L.  Youmans,  M.D. 

GYNECOLOGY 

Herbert  S.  Gates,  Jr.,  M.D. 

OPHTHALMOLOGY 

Raymond  E.  Townsend,  M.D, 

ORTHOPEDIC  SURGERY 

C.  Reiff  Brown,  M.D. 

Alan  W.  Holderness,  M.D. 

NEUROSURGERY 

Ronald  E.  Woosley,  M.D. 

OTORHINOLARYNGOLOGY 

Richard  E.  Carlson,  M.D. 

PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 

Lewis  W.  Thompson,  M.D. 

ORAL  SURGERY 

Jerry  L.  Greer,  D.D.S. 

Philip  D.  Marano,  D.D.S. 

UROLOGY 

Edward  M.  Blight,  M.D. 

ANESTHESIOLOGY 

Jonathan  D,  Friend,  II,  M.D. 

Betty  L.  Grundy,  M.D. 

GaryE.  Hill,  M.D. 


LABORATORY 

MEDICINE 

AND  PATHOLOGY 

Robert  H,  Chappell,  M.D. 

Edward  F.  Goljan,  M.D. 

John  E.  Lewis,  M.D. 

Antonio  R.  Navarrete,  M.D. 
Raymond  J.  Thabet,  M.D. 


PEDIATRICS 

GENERAL  PEDIATRICS 
AND  ADOLESCENT  MEDICINE 

Lynnette  J.  Calvert,  M.D. 

Mona  S.  Mange,  M.D. 

Carl  E.  Pfanstiel,  Jr.,  M.D. 

David  I.  Schrum,  M.D. 

PEDIATRIC  CARDIOLOGY 

Marion  K.  Ledbetter,  M.D. 

PEDIATRIC  GASTROENTEROLOGY 

Sean  J.  Fennell,  M.D. 

PSYCHIATRY 

F.  Paul  Kosbab,  M.D. 

Marianne  E.  Kosbab,  M.D. 

George  E.  Parkhurst,  M.D. 

Orlando  P.  Peccora,  M.D. 


RADIOLOGY 

DIAGNOSTIC  IMAGING 

Charles  R.  Gosnell,  M.D. 
Patrick  D.  Lester,  M.D. 

Gilbert  O.  Maulsby,  M.D. 
Kenneth  K.  Wheatley,  M.D. 

RADIATION  ONCOLOGY 

Phillip  W.  Jones,  M.D. 


FAMILY 

AND  COMMUNITY 
MEDICINE 

CITY  OF  FAITH  CLINIC 

Carolyn  M.  Blight,  M.D, 

Robert  J.  Bliss,  M,D. 

Bee  Sun  Lu,  M.D. 

Delbert  O.  Williams,  Jr„  M.D. 

FAMILY  PRACTICE  CENTER 

Jon  C.  Calvert,  M.D, 

John  R.  Crouch,  Jr.  M.D. 

Frank  G.  Hamilton,  M.D. 

Guy  E.  Henning,  M.D. 

W.  Craig  Sanford,  M.D. 

Edward  F.  Slothour,  M.D. 


elephone  consultations  day  or  night  • (918)  493-1000 
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Our  many  years  funding  leases  for  Doctors  reflects  minimum  exposure,  therefore  eliminating  the  need  for  normal  reserve 
accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American  Medi-Lease  requires  NO  Down-Payment. 

Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment,  which  is  responsible  for  our  total  Service  Leasing  Program  — Exclusive  for  the  Medical  Profession. 

Our  intent  is  always  to  maintain  the  lowest  preferred  rates  and  unprecedented  service,  while  attaining  the  highest  degree  of 
integrity  with  responsible  communication  with  our  customers. 

KEY  ADVANTAGES: 

LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 

costs. 

TERMS:  24-,  36-,  48-,  and  60-month  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun  280- 

280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st  or  15th  of  the  month  eliminating  calendar  referral  for  disbursement 
of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Lessee,  on  request. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 

by  making  a request  to  American  "Medi-Lease"  as  we  assure  Lessees  have  the  most  convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn-over"  to  another  new  vehicle  approxi- 

mately every  two  years  without  additional  investment. 

PURCHASE  OPTION : Lessee  has  the  option  to  purchase  any  time  after  1 2 months  or  at  (present)  end  of  term  value. 


EXAMPLE  LEASE  RATES 

Based  on  NEW  1983  prices  with  availability.  Most  are  luxury -equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Honda  Accord  4 dr. 

Toyota  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW  320i 

Datsun  280  ZX 

Audi  5000s 


237.00  per  month 

249.00  per  month 

253.00  per  month 

418.00  per  month 

351 .00  per  month 

346.00  per  month 

459.00  per  month 


Porsche  924 
Mercedes  240  Diesel 
Cadillac  Eldorado 
Mercedes  380  SD 
Mercedes  380  SL 
Rolls  Royce  Silver  Spirit 


621 .00  per  month 

439.00  per  month 

490.00  per  month 

772.00  per  month 

889.00  per  month 
2166.00  per  month 


Rates  forgU  makes  and  models  on  request. 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic.  You  tell  us  what  you  want  (make,  model,  color 
and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  convenience. 


^medtan  ilebi-ileaiEfe, 

6600  N.  .Meridian,  Suite  254,  Oklahoma  City,  Oklahoma  73132  ■]> 

(405)  848-9807  X 

Oklahoma  Toll  Free  1-800-522-9262 


HOME  OFFICE 
6950  N Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Free  1-800-527-7575 


National  Information  & Customer  Service  — Toll  Free  1-800-527-7575 

"^^cJicdlcJ  lo  O^crncc  jor  ihc  C:K{eJicdl  'Profession" 


MIAMI  • SHREVEPORT  • PHOENIX  • LOS  ANGELES  • DENVER  • BROWNSVILLE  • OKLAHOMA  CITY  • SAN  DIEGO  • HOUSTO 


EDITORIAL  BOARD 


MARK  R.  lOHNSON,  MD 
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Let  Ru-Tuss®  Help  Your 
“Stormy  ” Patient 
Come  Closer  to  Spring 

Prompt,  effective  treatment  with  Ru-Tuss® 
tablets  offers  welcome  relief  to  winter- 
cold  patients.  Ru-Tuss®  tablets  ease  con- 
gestion, relieve  respiratory-tract  itch  and 
the  need  to  sneeze. 
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TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine 
Hydrochloride  25  mg  • Phenylpropanolamine  Hydrochlo- 
ride 50  mg  • Chlorpheniramine  Maleate  8 mg  • Hyoscy- 
amine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  mg 

• Scopolamine  Hydrobromide  0.01  mg  • Each  Ru-Tuss^ 
tablet  acts  continuously  for  10  to  12  hours. 

• vasoconstrictor,  antihistaminic  actions 

• rapid  and  prolonged  relief  of  nasal  and 
sinus  congestion 

• convenient  b.i.d.  dosage 


BOOTS  WEATHER  SERVICE 

As  a personal  service  from  Boots: 

A weather  forecast  for  anywhere  in 
North  America,  individually  provided 
by  a professional  meteorologist.  See 
your  Boots  representative  for  toll  free 
access. 


Boots  Pharmaceuticals,  Inc. 

Shreveport.  LA  71 106 
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Brief  Summary  of  Prescribing  Information  (see  attached) 


^K..UT  nil*, Jim, m 


tablets 


;<r»on 

HO 

MO 

Sulfate 

Suif«e 


hi 

I* tablets 


Brief  Summary  of  prescribing  information 

RU-TUSS® 

TABLETS 

INDICATIONS  AND  USAGE:  Ru-Tuss  Tablets 
provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory 
trsct  tissu0s 

CONTRAINDICATIONS:  Hypersensitivity  to  anti- 
histamines or  sympathomimetics.  Ru-Tuss  Tablets 
are  contraindicated  in  children  under  12  years  of 
age  and  in  patients  with  glaucoma,  bronchial 
asthma  and  women  who  are  pregnant.  Concomi- 
tant use  of  MAO  inhibitors  is  contraindicated. 
WARNINGS:  Ru-Tuss  Tablets  may  cause  drowsi- 
ness. Patients  should  be  warned  of  possible 
additive  effects  caused  by  taking  antihistamines 
with  alcohol,  hypnotics,  sedatives  or  tranquilizers. 
PRECAUTIONS:  Ru-Tuss  Tablets  contain  bella- 
donna alkaloids,  and  must  be  administered  with 
care  to  those  patients  with  urinary  bladder  neck 
obstruction.  Caution  should  be  exercised  when 
Ru-Tuss  Tablets  are  given  to  patients  with  hyper- 
tension, cardiac  or  peripheral  vascular  disease  or 
hyperthyroidism.  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery 
(See  WARNINGS:). 

OVERDOSAGE:  Since  the  action  of  sustained 
release  products  may  continue  for  as  long  as  12 
hours,  treatment  of  overdoses  directed  at  revers- 
ing the  effects  of  the  drug  and  supporting  the 
patient  should  be  maintained  for  at  least  that 
length  of  time.  Saline  cathartics  are  useful  for 
hastening  evacuation  of  unreleased  medication. 
In  children  and  infants,  antihistamine  overdosage 
may  produce  convulsions  and  death. 

ADVERSE  REACTIONS:  Hypersensitivity  reac- 
tions such  as  rash,  urticaria,  leukopenia  agranu- 
locytosis, and  thrombocytopenia  may  occur.  Other 
adverse  reactions  to  Ru-Tuss  Tablets  may  be 
drowsiness,  lassitude,  giddiness,  dryness  of  the 
mucous  membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary  frequency 
and  dysuria,  palpitation,  tachycardia,  hypoten- 
sion/hypertension, faintness,  dizziness,  tinnitus, 
headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epi- 
gastric distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may 
cause  tachypnea,  delirium,  fever,  stupor,  coma 
and  respiratoryfailure. 

DOSAGE  AND  ADMINISTRATION:  Adults  and 
children  over  12  years  of  age,  one  tablet  morn- 
ing and  evening.  Not  recommended  for  children 
under  1 2 years  of  age.  Tablets  are  to  be  swal- 
lowed whole. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 

e Boots  Pharmaceuticals,  Inc. 

Shreveport  LA  71 106 
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CALL 

FOR 

RESOLUTIONS 


All  resolutions  to  be  pre- 
sented to  the  Oklahoma  State 
Medical  Association  House  of 
Delegates  annual  meeting 
must  be  received  in  the  execu- 
tive office  no  later  than  thirty 
(30)  days  prior  to  the  meeting. 
This  year’s  meeting  will  be  held 
May  4-7,  1983  at  the  Excelsior 
Hotel,  Tulsa,  Oklahoma. 

County  medical  societies  or 
individuals  wishing  to  submit 
resolutions  should  mail  them  to 
OSMA,  601  NW  Expressway, 
Oklahoma  City,  OK  73118. 
Should  you  need  assistance  in 
drafting  such  resolutions, 
please  contact  the  executive  of- 
fices. 

SUBMIT  YOUR 
RESOLUTIONS 
ON  OR  BEFORE 

April  4,  1983. 
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Rising  Costs  and  Competition 

Ever  since  the  time  some  insurance  company 
talked  us  into  packaging  surgical  procedures 
with  labels  and  uniform  price  tags,  the  practice 
of  medicine  has  been  viewed  as  an  industry 
and  physicians  have  been  treated  as  mer- 
chants. Of  course,  this  metamorphosis  did  not 
come  about  abruptly.  A half-century  elapsed 
between  the  seduction  and  the  prostitution. 

Because  we  now  sell  commodities  rather 
than  render  services,  our  business  is  conducted 
in  the  marketplace  where  all  merchants  work. 
Unfortunately  for  our  society  and  our  one-time 
profession,  the  traditional  regulatory  effects  of 
supply  and  demand,  advertising  and  com- 
petition do  not  prevail.  In  fact,  they  appear  to 
yield  antithetical  results. 

Some  years  ago,  in  response  to  diverse  pres- 
sures, the  nation’s  medical  colleges  expanded 
their  existing  facilities,  assisted  the  develop- 
ment of  new  colleges  and  began  to  increase  en- 
rollments. At  the  same  time,  other  methods 
were  designed  to  increase  the  availability  of 
professional  medical  care:  physician  assistant 
and  nurse  practitioner  training  programs  were 
developed.  Legislative  endorsements  followed 
with  laws  which  expanded  their  roles. 
Foreign-trained  physicians  were  encouraged  to 
immigrate  and  licensing  boards  created  spe- 
cial provisions  to  accommodate  their  employ- 
ment. Laws  which  limited  and  defined  the 
practices  of  non-physician  practitioners  of  the 
healing  arts  were  re-written  or  discarded.  Tax 
revenues  and  other  public  funds  were  pumped 
into  a hodge-podge  of  financial  assistance  pro- 
grams designed  to  increase  the  numbers  of 
health  care  curriculums,  students  and  grad- 
uates. 

The  effectiveness  of  these  efforts  in  increas- 
ing the  availability  of  some  kind  of  health  care 
has  been  impressive.  Already  there  are  sur- 
pluses of  physicians  in  certain  specialty  cate- 
gories in  a growing  list  of  communities. 

So  why  has  the  cost  of  medical  care  not  come 
down?  There’s  plenty  of  competition.  The  Fed- 
eral Trade  Commission  has  usurped  our  right 
to  define  ethical  conduct  and  has  virtually 
forced  us  to  advertise.  So  why  haven’t  prices 


come  down?  The  explanation  is  simple.  Medi- 
cal care  is  not  a commodity  and  professional 
services  are  not  merchandise. 

No  one  ever  is  likely  to  put  his  health  in  the 
hands  of  a particular  physician  just  because  of 
his  low  fees.  Human  beings  have  no  generic 
equivalents  and  no  bureaucratic  manipulation 
will  create  them. 

And  if  advertising  will  lower  prices,  why  is  it 
that  brand-name  aspirin  tablets  can  be  sold  for 
ten  times  the  price  of  their  generically  identi- 
cal twins?  No  bureaucratic  manipulation  will 
reverse  the  influence  or  consequences  of  adver- 
tising. 

Increasing  the  number  of  physicians  will 
make  medical  care  more  accessible,  but  it  also 
will  make  it  cost  more  rather  than  less.  Every 
physician  in  private  practice  must  pay  rent, 
salaries,  taxes  and  rapidly  rising  insurance 
premiums.  If  he  sees  100  patients  a day  he  can 
and  almost  certainly  will  charge  a lower  per- 
patient  fee  than  he  could  if  he  were  seeing  only 
ten  patients  a day.  Beyond  this  obvious  and 
simple  fact,  there  are  many  implications  of 
considerable  importance  for  the  patients  of 
both  the  over-patronized  and  under-patronized 
physician.  Suffice  it  to  say  here,  there  is  an 
ideal  level  of  utilization  for  every  physician  in 
general  or  specialty  practice.  Go  in  either  di- 
rection from  this  ideal  and  both  costs  and  qual- 
ity suffer  serious  dislocations.  Bureaucratic 
manipulations  will  not  invalidate  these  facts. 

So  in  spite  of  all  the  efforts  to  treat  physi- 
cians as  merchants  and  medical  care  as  mer- 
chandise, nothing  will  change.  An  increase  in 
the  number  of  physicians  will  force  fees  up- 
ward, as  will  an  increase  in  the  levels  of  com- 
petition. Forcing  physicians  to  advertise  also 
will  force  fees  upward  and  will  not  cause  physi- 
cians to  lower  their  fees  in  order  to  attract 
more  patients.  Fees  will  never  become  a major 
factor  in  the  selection  of  a physician. 

What  is  worse,  these  sorry  efforts  to  manipu- 
late the  cost  of  medical  care  will  result  in  a 
decrease  in  the  quality  of  that  care  so  that 
soon,  perhaps,  we  will  provide  the  most  avail- 
able, most  expensive,  most  ineffective  non-pro- 
fessional medical  care  in  the  world.  -MRJ 
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The  House  of  Delegates 
of  the  American  Medical 
Association  met  in  In- 
terim Session  at  Miami, 

Florida  December  5-8. 

The  delegates  demon- 
strated succint,  mature, 
and  intelligent  con- 
sideration of  the  many 
thorny  issues  presented,  a 
mode  of  action  not  always  evident  in  past  ses- 
sions. The  Oklahoma  delegation  was  present  in 
its  entirety,  and  its  presence  was  a deciding 
factor  in  many  of  the  floor  debates  and  in  refer- 
ence committee  testimony  throughout  the 
meeting. 

Among  the  issues  passed  by  the  house, 
some  initiated  by  the  Oklahoma  Delegation 
and  others  actively  supported  by  it,  were  the 
following: 

• The  AMA  is  to  petition  Congress  and  the 

secretary  of  health  and  human  services 
to  take  an  extremely  cautious  approach 
to  diagnostic  related  groups  (DRGs);  the 
AMA  is  to  study  the  many  problems 
raised  by  the  DRG  prospective  reim- 
bursement system:  the  reimbursement 
formulas  are  to  be  expanded  beyond  the 
DRG  concept  and  be  implemented  in 
selected  areas  before  it  is  imposed  na- 
tionally. 

• Approved  a resolution  opposing  provi- 

sions of  the  new  Tax  Equity  and  Fiscal 
Responsibility  act  affecting  physician  re- 
imbursement. 

• Establishment  of  a new  AMA  Section  on 

Hospital  Medical  Staffs. 

• Expansion  of  the  AMA’s  role  in  helping 

physicians  and  medical  societies  assume 
a leadership  role  in  peer  review. 

• Reaffirm  support  for  specialty  society 

representation  in  the  House  of  Dele- 
gates. 


• Approved  standards  for  state  medical 

societies  to  follow  in  accrediting  local 
CME  programs. 

• Approved  continuation  and  expansion  of 

the  Health  Policy  Agenda  for  the 
American  People. 

It  has  been  my  privilege  over  the  years  to 
have  attended  ten  meetings  of  the  AMA 
House  of  Delegates.  With  each  session,  my 
comprehension  of  this  mode  of  democratic 
consideration  of  the  many  complex,  onerous, 
and  important  problems  faced  head-on  by  this 
body  has  increased  greatly,  and  my  admira- 
tion for  the  final  decisions  of  the  house  has 
also  increased.  Certainly  my  agreement  with 
all  its  decisions  is  not  forthcoming,  but  to 
reach  even  a semblance  of  consensus  on 
many  of  the  problems  is  in  itself  a tremend- 
ous feat.  Our  delegation  should  be  congratu- 
lated on  their  dedication  and  enthusiastic  ap- 
proach to  the  work  of  the  house.  They  do 
their  homework,  they  are  interested,  they  at- 
tend all  the  meetings  (including  6:30  AM 
caucus  sessions),  they  persuade  other  state 
delegations  to  their  point  of  view,  they  are 
well  known  among  the  delegates  from  other 
states,  their  views  and  opinions  are  held  in 
high  esteem  by  other  delegates  and  truly  rep- 
resent the  attitudes  and  principles  of  the 
Oklahoma  State  Medical  Association.  Indi- 
vidually and  collectively,  I am  proud  of  our 
delegation,  and  congratulate  them  all  on  a 
job  well  and  enthusiastically  done.  All  OSMA 
members  should  join  me  in  thanks  and 
appreciation  to  AMA  Delegates  Ed  Calhoon, 
Joe  Crosthwait,  Perry  Lambird,  and  Harlan 
Thomas  and  to  Alternate  Delegates  Jim 
Eskridge,  Bill  Leebron,  Vic  Robards  and 
Orange  Welborn.  Thanks  to  all  of  you  for  an 
outstanding  performance! 
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The  History  of  Histoplasmosis 


HARRIS  D.  RILEY,  JR.,  MD 

Histoplasmosis,  formerly  thought  to  be  a rare, 
tropical,  usually  fatal  infection,  is  now  known 
to  be  a relatively  common  disease  with  many 
different  clinical  expressions.  This  article 
describes  the  evolution  of  knowledge  of  this 
interesting  and  protean  disorder. 

Histoplasmosis,  caused  by  the  dimorphic 
fungus  Histoplasma  capsulatum,  is  the  most 
common  systemic  fungus  infection  in  the  Un- 
ited States.  It  is  a pleomorphic,  granulomatous 
disease  with  a wide  variety  of  manifestations 
that  may  occur  in  acute,  subacute,  or  chronic 
forms,  tending  in  many  ways  to  simulate 
tuberculosis  and  often  being  confused  with 
that  infection.  It  is  seen  most  frequently  in  the 
mid-portion  of  the  United  States  in  the  area 
defined  as  the  Mississippi  Valley. Infections 
vary  greatly  from  relatively  inapparent 

Fiom  the  Depaitment  of  Pediatiit^  and  the  Childiens  Memoiial  Hospital. 
University  of  Oklahoma  Health  Sciences  Center,  Oklahoma  City.  Oklahoma. 


asymptomatic  parasitization  to  overwhelming 
infection  that  can  be  rapidly  fatal. ^ About  50% 
of  patients  are  asymptomatic  and  less  than  1% 
have  generalized  fatal  dissemination. ^ 

Until  recent  years,  histoplasmosis  was  re- 
garded as  a rare  disease  of  mysterious  origin, 
which  invariably  progressed  to  a fatal  out- 
come. It  is  now  recognized  as  a relatively  com- 
mon, benign  (often  clinically  inapparent)  or 
moderately  severe  disease.  The  disease  is  still 
poorly  understood  by  many,  and  variations  in 
its  spectrum  often  are  mistaken,  overlooked,  or 
misdiagnosed  as  other  disease  processes.^- 

Infection  with  Histoplasma  capsulatum  is 
startlingly  prevalent.  A recent  estimate  holds 
that  perhaps  40  million  persons  in  this  country 
are  infected  and  that  as  many  as  500,000  new 
infections  develop  each  year.^-  ^ Of  the  major 
systemic  fungal  infections  in  the  United 
States,  histoplasmosis  causes  the  greatest 
number  of  deaths,  according  to  the  Public 
Health  Service 

Knowledge  of  histoplasmosis  has  ac- 
cumulated rapidly  and  in  a relatively  short 
time;  the  disease  was  unknown  before  1906. 
Since  that  time  the  etiologic  agent  has  been 
identified,  the  pathogenesis  established,  the 
clinical  picture  defined,  useful  diagnostic  tests 
established,  and  the  epidemiology  elucidated.® 
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Fig  1.  Samuel  Taylor  Darling,  MD,  taken  about 
1910.  From  Hiatoplasmosis,  Springfield,  Illinois: 
Chas.  C.  Thomas  Publisher,  1960.  Reproduced  with 
permission  of  author  and  publisher. 


The  complete  picture,  however,  has  not  been 
finalized. 

Disease  Is  Recognized 

Histoplasmosis  was  first  seen  and  named  in 
Panama  in  1905  by  Dr  Samuel  Taylor  Darling 
(Fig  1),  a US  Army  pathologist.  Probably  be- 
cause he  was  searching  for  leishmaniasis,  he 
observed  what  he  thought  were  protozoan 
bodies  in  autopsy  material  in  a case  seen  at  the 
Ancon  Hospital.  (Fig  2).® 

The  case  that  Darling  described  was  that  of  a 
Negro  from  Martinique  who  exhibited  un- 
explained fever  and  at  autopsy  showed 
generalized  involvement  by  the  disease  with 
hepatosplenomegaly  and  anemia.®  Darling  be- 
lieved that  what  he  observed  was  quite  similar 
to  the  findings  of  Leishman'^  and  Donovan®  and 
assumed,  therefore,  that  what  he  observed  was 


a protozoan  disease.  He  named  this  organism 
Histoplasma  capsulatum  because  he  found  it  in 
histiocytes,  believed  it  was  a plasmodia-like 
protozoan,  and  believed  it  to  be  encapsulated. 
His  first  two  papers  describing  the  disease,®’  ® 
and  the  inclusive  drawings,  were  quite  accu- 
rate. A later  publication  from  the  Rockefeller 
Institute  in  New  York  contained  excellent 
photomicrographs.^® 

The  following  year  Darling  observed  two 
more  fatal  cases®  in  a hospital  which  did  not 
encounter  another  case  for  nearly  50  years.* 

Also  in  1906,  Richard  P.  Strong  described 
organisms  while  working  in  the  Philippines 
which  resembled  H.  capsulatum.  However,  he 
later  expressed  the  belief  that  the  organisms 
which  he  saw  and  described  were  H. 
farciminosum.^^ 

Henrique  da  Rocha-Lima,  a Brazilian  who 
spent  19  years  in  the  Institute  for  Tropical  Dis- 
eases in  Hamburg,  Germany,  reported  in  1912 
that  the  organism  described  by  Darling  showed 
a greater  similarity  to  yeast  than  to  protozoa. 
This  was  the  first  suggestion  that  the  organism 
seen  by  Darling  might  be  a fungus.  Da  Rocha- 
Lima  also  pointed  out  that  the  flagellate  cell 
forms  described  by  Darling  were  probably  er- 
rors of  observation.® 

In  October  1924,  Dr  Henry  E.  Meleney  vis- 
ited Darling,  who  was  then  in  charge  of  the 
Malaria  Experimental  Station  of  the  Rocke- 
feller Foundation  at  Leesburg,  Georgia. 
Meleney  showed  him  sections  of  visceral 
leishmaniasis  in  Chinese  hamsters,and  Darl- 
ing called  attention  to  the  similarity  of  this 
infection  to  histoplasmosis.  This  proved  to  be 
the  first  of  a series  of  events  that  ultimately  led 
to  the  isolation  of  H.  capsulatum  and  its  iden- 
tification in  a living  human  being. “ 

Darling’s  Findings  Confirmed 

In  1926,  Drs  William  A.  Riley  and  Cecil  J. 
Watson  reported  the  autopsy  findings  in  a case 
of  disseminated  histoplasmosis  originating  in  a 
resident  of  Minnesota.®^  This  was  the  first 
well-documented  case  since  Darling’s  three 
were  reported  and  the  first  case  recognized  in 
the  United  States.  A case  seen  in  Europe  had 
been  described  as  histoplasmosis  in  1924-25, 
but  the  documentation  was  not  convincing. 
The  case  described  by  Riley  and  Watson  in- 
volved a woman  with  disseminated  disease 

*Peabody.  J.  W..  Jr.  Histoplasmosis:  Unraveling  the  Panamanian  puzzle. 

Eng.  J Med.  255:  408,  1956. 
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Fig  2.  Dr  Darling’s  handwritten  record  of  autopsy  findings 
in  the  first  reported  case  of  histoplasmosis  (Autopsy  record 
#252  dated  December  5,  1905.)  Darling’s  bold  pen  strokes 
and  over  half  a century  have  fragmented  the  paper  making 
portions  of  the  record  illegible,  (a)  Contains  "clinical  notes” 
and  the  beginning  description  of  necropsy  findings  which 


are  continued  in  (b).  In  (c),  under  "Pathological  diagnosis 
the  listings  "Acute  military  tuberculosis,  pulmonic  type,” 
"Tuberculous  lymphadenitis,”  and  others  can  be  identified. 
In  addition,  the  words  "Histoplasmosis”  and  "Histoplasma 
capsulatum”  can  be  seen.  Reproduced  with  permission  of 
Enrique  Chaves,  MD. 


who  at  autopsy  demonstrated  widespread  in- 
volvement. The  findings  were  identical  with 
Darling’s  cases.  It  is  of  interest  to  note  that 
Riley  and  Watson  speculated  on  the  occurrence 
of  more  cases  in  the  United  States  in  the  fol- 
lowing way;  "As  we  attempted  to  point  out,  the 
finding  of  an  endemic  case  of  histoplasmosis  in 
Minnesota  is  evidence  that  it  is  not  a purely 
tropical  disease  but  that  it  must  be  considered 
as  a possible  factor  in  any  obscure  case  of 
splenomegaly,  accompanied  by  irregular 
pyrexia,  emaciation,  and  anemia.”"’®^ 

Meleney’s  1924  visit  with  Darling  gave  him 
the  opportunity  to  study  the  histologic  charac- 
teristics of  histoplasmosis  from  Darling’s  ori- 
ginal material.  Several  years  later  Meleney, 
then  at  Vanderbilt  University  School  of 
Medicine,  demonstrated  a tissue  section  con- 
taining H.  capsulatum  to  Dr  Edna  H.  Tomp- 
kins, an  anatomist  who  was  studying  supra- 
vital staining  of  blood  cells  at  Vanderbilt.  This 
casual  exchange  of  information  proved  highly 
significant,  for  in  1932  Dr  Katharine  Dodd^^ 
asked  Dr  Tompkins  to  study  a blood  smear  of  a 
child  suffering  from  an  unusual  anemia.  This 
was  what  happened  according  to  Dr 
Tompkins^'*: 

Once  detected  supravitally  by  virtue  of 


their  intense  refractivity  and  droplets  of 
dye,  they  could  be  demonstrated  in  fixed 
films  in  which  they  had  been  overlooked 
previously  ....  Dr  Meleney  once 
showed  me  one  of  those  sections  [of  a case 
of  histoplasmosis]  just  because  of  my  in- 
terest in  the  reticuloendothelial  system  in 
general.  That  picture  came  back  to  my 
memory  as  I puzzled  about  the  parasites 
that  filled  the  circulating  monocytes  of 
the  infant  under  study.  Fortunately  Dr 
Meleney  was  available  [to  identify  the 
organism].  Dr  Goodpasture*  corroborated 
the  likelihood  that  the  parasites  invading 
the  monocytes  were  the  same  as  those  in 
the  histiocytes  of  the  cases  of  Dr  Darling. 
This  was  the  first  time  that  the  organism 
had  been  found  before  death,  and  the 
stage  was  thus  set  for  adequate  culturing 
of  fresh  material.  It  is  due  to  Dr 
DeMonbreun’s  thoroughness,  patience 
and  skill  that  the  identification  of  the  in- 
vading organism  was  brought  to  light. 

This,  then,  was  the  first  diagnosis  of  human 

histoplasmosis  in  a living  patient.^® 

*Emest  VV.  Goodpasture.  MD.  Professor  of  Pathology,  Vanderbilt  University 
School  of  Medicine. 
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Mycology  Expands  Knowledge 

As  suggested  by  Dr  Tompkins,  the  precise 
mycologic  work  of  Dr  William  A. 
DeMonbreun'®’  turned  this  case  and  these 
experiences  from  a medical  curiosity  into  a 
milestone  in  the  development  of  knowledge  of 
histoplasmosis.  Dr  DeMonbreun  was 
graduated  from  Vanderbilt  University  and 
trained  in  pathology  there.  He  then  became  a 
pathologist  at  the  Nashville  General  Hospital. 
Though  he  had  no  formal  training  in  mycology, 
he  learned  much  about  the  morphology  of  in- 
clusion bodies  from  Dr  Goodpasture.  It  is  of  in- 
terest that  the  infant  from  whom  DeMonbreun 
isolated  H.  capsulatum  came  from  Williamson 
County,  Tennessee  where  DeMonbreun  him- 
self was  born.®  This  area  has  been  a fertile 
place  for  epidemiologic  studies  ever  since.  It  is 
of  added  interest  that  the  first  lots  of  histo- 
plasmin  used  by  Dr  Amos  Christie  and  Dr  J.  C. 
Peterson  in  later  years  were  from 
DeMonbreun’s  original  cultures.® 

When  the  child  diagnosed  hy  Drs  Tompkins 
and  Dodd  died.  Dr  DeMonbreun  was  prepared 
to  recover  the  organism  by  culture  and  animal 


"Infection  with  Histoplasma  cap- 
sulatum is  startlingly  prevalent. 
A recent  estimate  holds  that 
perhaps  40  million  persons  in 
this  country  are  infected  and 
that  as  many  as  500,000  new  in- 
fections develop  each  year.” 


inoculation.  He  was  successful  and  demon- 
strated for  the  first  time  that  it  was  a dimor- 
phic fungus  existing  in  mycelial  form  at  room 
temperature  and  in  yeast  form  at  the  body 
temperature  of  mammals.^® 

The  paper  resulting  from  his  work,  which 
was  presented  in  November,  1933,  at  the 
twenty-ninth  annual  meeting  of  the  American 
Society  of  Tropical  Medicine^®  at  Richmond, 
Virginia,  has  been  described  as  a masterpiece.® 
His  description  of  the  growth  characteristics, 
morphology  and  nutritional  requirements  of//. 
capsulatum  was  so  complete  that  little  has 
been  added  to  date.  He  fulfilled  all  Koch’s 
postulates,  injecting  the  culture  material  into 
animals  that  succumbed  to  the  disease,  demon- 
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strating  the  organisms  in  the  blood  of  the  ani- 
mals during  life,  and  then  culturing  it  again 
from  the  organs  after  the  animals  died.  The 
tuberculate  spores,  which  ever  since  have  been 
considered  diagnostic  of  the  mold  form,  were 
described,  photographed,  and  interpreted  con- 
clusively in  his  paper. 

DeMonbreun  concluded  that  the  saprophytic 
form  of  H.  capsulatum  probably  existed  free  in 


"Despite  the  excellent  work 
done,  by  the  early  1940s  histo- 
plasmosis was  still  considered  a 
rare  tropical  disorder,  uni- 
formly fatal  and  apparently  of 
little  interest  and  importance  in 
the  United  States.” 


nature.  He  suggested  that  the  name  histo- 
plasmosis be  replaced  with  cytomycosis  to  em- 
phasize the  invasion  of  the  reticuloendothelial 
system,  but  despite  the  fact  that  Meleney  also 
advocated  this,  it  never  became  popular.® 

In  1933,  at  a meeting  of  the  American  As- 
sociation of  Pathologists  and  Bacteriologists,  a 
few  months  before  DeMonbreun  had  presented 
his  work,  Drs  G.  H.  Hansmann  and  John  R. 
Schenken  described  work  related  to  the  isola- 
tion of  a fungus  which  they  considered  to  be 
sepedonium.^®  Review  of  their  work  revealed 
that  the  organism  probably  was  H.  cap- 
sulatum. Their  report  preceded  DeMonbreun’s 
by  approximately  six  months;  however,  it 
lacked  the  completeness  of  DeMonbreun’s  and 
has  been  overshadowed.  In  all  justice,  it  would 
seem  that  Schenken,  who  approved  the  state- 
ment of  Conant  that  "DeMonbreun,  Hansmann 
and  Schenken  finally  cultured  the  organism 
and  proved  it  to  he  a fungus  . . .’’  should  he 
taken  at  his  word.®-  " 

In  1939  DeMonbreun  recovered  H.  cap- 
sulatum from  a sick  dog.^'^  The  circumstances 
surrounding  this  finding  are  interesting: 

Drs  Alfred  Blalock  of  the  Department  of 
Surgery  and  J.  B.  Hibbetts,  Jr.,  Depart- 
ment of  Medicine  at  Vanderbilt,  were 
playing  golf.  Dr  Hibbetts  was  concerned 
about  his  sick  dog  and  he  related  the 
animal’s  symptoms  of  jaundice,  enlarged 
liver,  ascites  and  loss  of  weight  to  Dr 
Blalock  who  suggested  that  the  dog  be 
brought  to  his  experimental  laboratory 
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for  examination.  This  was  done  and  when 
the  animal’s  abdomen  was  opened  Dr 
Blalock  called  in  Dr  Ernest  Goodpasture 
to  have  a look.  A biopsy  of  the  liver  was 
taken  at  Dr  Goodpasture’s  suggestion. 
After  studying  the  sections  of  liver  tissue, 

Dr  Goodpasture  announced  that  the  dog 
had  histoplasmosis  and  suggested  that 
the  dog  be  turned  over  to  Dr  DeMonbreun 
for  cultural  studies.  After  some  persua- 
sion Dr  Hibbetts  surrendered  the  family 
pet  to  me  for  autopsy.^ 

Despite  the  excellent  work  done,  by  the  early 
1940s  histoplasmosis  was  still  considered  a 
rare  tropical  disorder,  uniformly  fatal  and  ap- 
parently of  little  interest  and  importance  in 
the  United  States. 

Dr  Meleney  in  1940  — still  early  in  the 
knowledge  of  the  disease  — reported  on  13  pre- 
viously unpublished  cases. Other  cases,  usu- 
ally discovered  at  autopsy  and  mostly  from  the 
central  United  States  were  reported  sporadi- 
cally thereafter.  In  1945  Parsons  and 
Zarafonetis^^  reported  a total  of  71  cases  from 
the  literature  together  with  seven  of  their  own. 

Disease  Frequency  Established 

About  this  time,  however,  several  unrelated 
people  in  various  parts  of  the  country  made  a 
series  of  observations  that  led  to  the  suspicion 
and,  finally,  the  establishment  of  the  true  fre- 
quency of  histoplasma  infection. 

Around  1940  it  became  apparent  that  there 
were  many  persons  who  demonstrated  intra- 
thoracic  calcifications  in  the  presence  of  a 
negative  reaction  to  tuberculin.  Most  of  them 
resided  in  the  Mississippi  Valley.^ 

Barnard  et  a/'®  reported  in  1931  that  327  of 
1,000  adolescents  in  New  York  City  were  nega- 
tive to  tuberculin.  Of  these,  11  (3.4%)  showed 
fibrous  and/or  calcific  thoracic  scars.  In  1933 
Crabtree  et  observed  that  in  Sullivan 

County,  Tennessee,  more  than  one-fifth  of  per- 
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sons  older  than  five  years  of  age  with  pulmo- 
nary calcifications  were  negative  to  tuberculin. 
In  1938  both  Nelson^'  and  coworkers  and  Gass 
et  al'^^  noted  that  about  40%  of  tuberculin- 
negative children  and  young  adults  had  pul- 
monary calcification  on  roetgenograms.  In 
1938  Dr  Michael  L.  Furcolow  and  others  par- 
ticipated in  a conference  where  it  was  gener- 
ally agreed  that  these  observations  rep- 
resented a true  relationship  between  negative 
reactions  to  tuberculin  and  calcification  in  the 
lungs. 

In  1939  Crimm  and  Short^^  reported  the  oc- 
currence of  pulmonary  calcifications  in  the  face 
of  negative  tuberculin  reactions  in  Evansville, 
Indiana.  The  same  year  Lumsden,^^  on  the 
basis  of  prominent  coincidence  of  negative 
tuberculin  reactions  and  pulmonary  calcifica- 
tions in  Giles  County,  Tennessee,  where  the 
tuberculosis  mortality  rate  was  high,  ques- 
tioned the  value  of  the  tuberculin  test  as  an 
index  of  tuberculous  infection. 

In  1943  a report  was  published  containing 
observations  of  a large  number  of  chest  roent- 
genograms made  of  men  being  inducted  into 
the  service.^®  Because  the  number  of  calcifica- 
tions present  on  chest  x-ray  could  cause  rejec- 
tion from  military  service,  these  concretions 
were  noted  rather  carefully.  Review  of  these 
films  yielded  the  interesting  and  consistent  ob- 
servation that  pulmonary  calcifications  were 
seen  much  more  frequently  in  people  from  the 
Mississippi-Ohio  River  Valley  area."  This  pre- 
valence of  unexplained  pulmonary  calcifica- 
tion varied  from  state  to  state,  within  the 
states,  and  even  in  counties  within  the  state. 
The  reason  for  these  differences  remained 
unexplained.^ 

In  1941  a case  of  laryngeal  histoplasmosis 
was  reported  by  VanPemis  et  alf'  this  case  is 
of  particular  interest  because  the  authors  used 
a filtrate  of  a broth  mycelial  phase  culture  of 
the  organism  isolated  from  the  case  to  skin  test 
the  patient.  Delayed  positive  reactions  were 
noted  to  both  undiluted  and  several  ten-fold 
dilutions  of  the  material.  This  represented  the 
first  application  of  histoplasmin  as  an  intrad- 
ermal  antigen  in  man.  At  about  the  same  time, 
use  of  the  filtrate  and  heat-killed  yeast  vaccine 
as  a skin  antigen  in  animals  was  found 
effective.^® 

This  phenomenon  — pulmonary  calcification 
in  the  presence  of  a negative  tuberculin  reac- 
tion — indicated  that  it  was  necessary  to  aban- 
don one  or  the  other  of  two  beliefs  which  were 
then  widely  held:  first,  that  the  tuberculin  test 
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was  a stable  and  reliable  detector  of  tuber- 
culosus  infection;  second,  that  pulmonary 
calcifications  were  pathognomonic  of  tu- 
berculosis.’^^ 

Benign  Form  Identified 

This  dilemma  was  resolved  by  Dr  Amos 
Christie,  also  of  Vanderbilt.  In  1943  Dr  Chris- 
tie was  appointed  professor  of  pediatrics  at 
Vanderbilt  University.  His  appointment  fol- 
lowed extensive  training  in  California,  at  Col- 
umbia University,  and  at  Johns  Hopkins  Uni- 
versity. In  the  course  of  his  training  he  had 
observed  first-hand  the  elucidation  of  the  coc- 
cidioidomycosis problem  accomplished  through 
the  work  of  Charles  E.  Smith. 

On  his  arrival  at  Vanderbilt,  Christie  was 
immediately  puzzled  by  the  presence  of  pulmo- 
nary calcifications  in  the  absence  of  positive 
tuberculin  tests.*’ Shortly  after  his  arrival, 
he  observed  a child  with  fatal  disseminated 
histoplasmosis.  Armed  with  his  knowledge  of 
coccidioidomycosis,  Christie,  believing  it  un- 
precedented for  an  infectious  disease  to  be  uni- 
formly fatal,  theorized  that  there  must  be  a 
benign  form.  He  wrote  to  Dr  Smith  in  Califor- 
nia wondering  whether  histoplasmosis  might 
be  responsible  for  calcifications  in  persons  who 
reacted  negatively  to  tuberculin  and 
coccidioidin.^®  A letter  dated  December  30, 
1943,  from  Dr  Smith  to  Dr  Christie  contained 
the  following  postscript:  "P.S.  Old  Histoplasma 
holds  a soft  spot  probably  because  I know  so 
little  about  it,  but  DeMonbreun  did  do  his 
epochal  transmission  studies  at  Vanderbilt 
and  the  status  of  histoplasmosis  now  is  like 
that  of  coccidioidal  granuloma  before  Gifford 
and  Dickson  showed  mild  infections 
occurred.”^® 

Christie  and  J.  C.  Peterson^*  during  1944 
tested  the  skin  sensiti'vity  of  approximately 
180  children,  students,  and  house  officers, 
many  of  whom  reacted  positively  to  histoplas- 
min.  Christie  described  the  discovery  in  the  fol- 
lowing words,  "It  was  clear  to  me  shortly  after  I 
came  here  and  learned  about  histoplasmosis 
and  its  similarity  to  tuberculosis  and  coc- 
cidioidomycosis that  the  proper  lead  was  to  try 
to  find  the  benign  form  of  the  infection  to  ex- 
plain the  pulmonary  calcification  in  tuberculin 
negative  people  in  this  area.”  This  then  was 
the  major  lead  from  which  the  epidemiology  of 
histoplasmosis  has  been  elucidated.** 


DeMonbreun,*'  had  already  commented  in 
his  paper  in  1939,  "It  is  probable  then  that  the 
disease  is  more  common  than  is  generally  sup- 
posed, possibly  because  the  disease  may  occur 
in  a relatively  mild  and  nonfatal  form  and  not 
be  recognized.”  Apparently,  little  attention 
was  paid  at  the  time  of  publication  or  after  to 
this  prophetic  statement.-’ 

Christie  and  Peterson’s  classic  paper  ap- 
peared in  1945.***  In  the  same  year  the  review  of 
Parsons  and  Zarafonetis**^  appeared,  and  71 
cases  of  histoplasmosis,  all  fatal,  collected  from 
1905  to  the  time  of  writing  were  described. 
This  report  represents  the  last  time  that  histo- 
plasmosis was  referred  to  as  a rare,  uniformly 
fatal  disease. 

Dr  Christie  communicated  his  information 
to  his  former  chief.  Dr  Edwards  A.  Park,  pro- 
fessor of  pediatrics  at  Johns  Hopkins  Univer- 
sity. Park  suggested  that  the  matter  of  skin 
sensitivity  to  histoplasmin  be  discussed  with 
Dr  Carroll  Palmer  of  the  US  Public  Health 
Service,  whose  epidemiologic  studies  in  stu- 
dent nurses  had  already  shown  pronounced 
geographic  variations  in  the  prevalence  of 
pulmonary  calcifications  in  tuberculin  non- 


"In  1938  both  Nelson  and  co- 
workers and  Gass  et  al  noted 
that  about  40%  of  tuberculin- 
negative children  and  young 
adults  had  pulmonary  cal- 
cification on  roentgenograms.” 


reactors.  Palmer  had  been  associated  with  the 
Public  Health  Service  since  1932,  and  since 
1942  he  had  directed  the  field  research  studies 
of  the  tuberculosis  program.’  Palmer  suspected 
that  the  spores  of  saprophytic  airborne  fungi 
might  be  responsible  for  calcific  nontubercul- 
ous  lesions.  He  reviewed  the  problem  with  Dr 
Chester  W.  Emmons,  mycologist  of  the  Public 
Health  Service;  Dr  Emmons  disagreed,  how- 
ever, and  suggested  that  H.  capsulatum  was 
the  cause.’ 

Palmer  and  Michael  L.  Furcolow  visited 
Christie  and  Peterson  in  March  1945  and  were 
extremely  enthusiastic  about  the  results  of  the 
Vanderbilt  investigators.  After  learning  from 
Christie  that  numerous  persons  in  Tennessee 
with  intrathoracic  calcifications  and  negative 
tuberculin  sensitivity  had  reacted  positively  to 
histoplasmin.  Palmer  obtained  histoplasmin 
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from  Dr  Emmons  to  use  in  his  nationwide  pro- 
ject of  skin  testing  of  student  nurses.-’ 

Palmer^^  reported  the  results  of  the  intra- 
dermal  testing  of  nurses  in  1945.  The  results 
showed  enormous  differences  in  the  prevalence 
of  skin  sensitivity  to  histoplasmin  between 
persons  from  different  regions  in  the  United 
States  and  a high  degree  of  correlation  be- 
tween histoplasmin  sensitivity  and  radio- 
graphic  e-vidence  of  pulmonary  calcification  in 
tuberculin-negative  persons. 


’'Armed  with  his  knowledge  of 
coccidioidomycosis,  Christie, 
believing  it  unprecedented  for 
an  infectious  disease  to  be  uni- 
formly fatal,  theorized  that 
there  must  be  a benign  form.” 


Since  the  vast  majority  of  persons  who  were 
tested  by  Christie  and  Palmer  were  asymp- 
tomatic, the  existence  of  a benign  form  of  his- 
toplasmosis was  strongly  suggested.  Several 
pertinent  cases  were  described  by  Christie^-’  in 
1947  and  documented  by  cultural  or  microscop- 
ical demonstration  of  histoplasma  in  tissue. 
Palmer  carried  out  his  survey  of  skin  sensitiv- 
ity in  several  thousand  subjects;  the  finding 
permitted  outlining  of  geographic  distribution 
of  the  infection.  This  work  has  been  confirmed 
by  numerous  subsequent  studies.  The  findings 
added  final  corroboration  to  Christie’s  original 
observations.*’ 

Zeidberg  et  provided  important  epi- 

demiological concepts  of  the  prevalence  and 
other  aspects  of  the  infection  from  their  studies 
in  Williamson  County,  Tennessee. 

The  incidence  and  rate  of  acquisition  of  his- 
toplasmin sensitivity  in  children  from  all  parts 
of  the  United  States,  as  well  as  in  those  from 
other  countries  taking  up  residence  in  a highly 
endemic  area,  have  been  described.’^  Both  con- 
version and  reversion  rates  in  this  population, 
as  well  as  the  time  required  for  appearance  of 
sensitivity  to  histoplasmin,  were  reported.'-’ 

During  this  period,  Christie  and  Peterson 
and  colleagues  continued  their  various  studies 
and  made  many  contributions  to  the  natural 
history  of  the  disease. 

Natural  History  Elucidated 

Serologic  methods,  the  first  of  which  was  the 


complement-fixation  test  of  Tennenberg**® 
aided  in  clarifying  the  natural  history  of  histo- 
plasma infections,  including  certain  epidemics 
of  pneumonitis  and,  later,  certain  chronic  cases 
of  histoplasmosis  in  tuberculosis  sanatoria. 
Beginning  in  1947,®^  -’■’  a series  of  "epidemics” 
of  an  acute  febrile  illness  with  pneumonitis 
was  reported.  The  first  such  epidemic  of 
pneumonitis  occurred  in  Camp  Gruber, 
Oklahoma,-’^-  and  should  have  been  clarified 
when  the  patients  reacted  positively  to  histo- 
plasmin that  had  been  obtained  from  Christie 
as  early  as  1945.®  However,  at  that  time,  the 
specificity  of  the  histoplasmin  skin  test  was  not 
universally  accepted.  These  and  subsequent 
excellent  epidemiologic  studies  by  members  of 
the  Public  Health  Service  demonstrated  that 
such  outbreaks  were  due  to  exposure  of  groups 
of  people  to  unusually  high  concentrations  of 
dust,  usually  as  a result  of  activities  such  as 
excavation  or  cleaning  or  dismantling  of  build- 
ings in  which  fowl  or  bat  excreta  had  provided 
conditions  favoring  the  growth  of  the  fungus  in 
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Because  of  the  efforts  of  Furcolow  and 
Grayston,  many  such  epidemics  have  now  been 
interpreted  correctly.®'-  By  1957  some  30 
epidemics  involving  350  persons  had  been 
studied,  and  by  1981  at  least  60  outbreaks  had 
been  recognized.*  The  pattern  was  recurrent: 
exposure  to  spore-containing  dust;  mild  to  se- 
vere pulmonary  disease;  and  general  recovery 
followed  by  calcification  of  the  pulmonary 
lesions.-’’  A rising  antibody  titer  was  usu- 
ally demonstrable.  Since  then,  several  other 
helpful  serologic  tests  have  been  introduced. 

Despite  the  progress  made  in  determining 
growth  characteristics  of  H.  capsulatum,  there 
was  no  absolute  proof  of  the  existence  of  the 
organism  in  nature,  and,therefore,  an  impor- 
tant bit  of  information  about  the  pathogenesis 
of  histoplasmosis  was  missing.” 

Final  proof  that  the  organism  does  exist  in 
nature  was  obtained  in  1948  when  Dr  Chester 
Emmons  cultured  histoplasma  from  two  soil 
specimens  for  the  first  time.-*^  The  site  of  isola- 
tion was  "...  from  a mound  of  earth  at  the 
entrance  of  a rat  burrow  under  the  edge  of  a 
chicken  house  . . . .”  Positive  cultures  were 
obtained  after  testing  156  negative  speci- 
mens.” 

The  first  case  of  spontaneous  histoplasmosis 
in  a dog  was  demonstrated  by  DeMonbreun  in 
1939.*^  Subsequently,  Emmons  described 

*Riley,  H.  D.,  Jr.  Epidemics  of  histoplasmosis.  Unpublished  manuscript. 


Journal  / February  1983  / Volume  76 


37 


Histoplasmosis  / RILEY 

spontaneous  histoplasmosis  in  10  species  of 
animals;  1,120  small  animals  were  examined 
and  found  to  be  negative  before  the  first  house 
mouse  infected  with  histoplasma  was  found.® 
Later,  he  showed  the  presence  of  histoplasma 
in  a high  percentage  of  trapped  dogs  and  cats, 
suggesting  the  widespread  character  of  the  in- 
fection. He  suggested  animal  infection  as  a 
useful  index  of  the  incidence  of  the  disease  in  a 
given  region.^® 

Ibach,  Larsh  and  Furcolow  provided  proof  of 
possible  aerogenous  infection  by  the  demon- 
stration of  histoplasma  in  air  samples."^!  In 
1945  Dr  Furcolow,  who  has  contributed  greatly 
to  our  knowledge  of  histoplasmosis,  estab- 
lished the  field  station  of  the  US  Public  Health 
Service  in  Kansas  City  for  the  study  of 
histoplasmosis.'*^  ‘*® 

Since  the  organism  was  first  isolated  from 
soil,  H.  capsulatum  has  been  isolated  from  soil 
samples  from  many  different  sites  in  this  coun- 
try. Libero  Ajello  and  L.  D.  Zeidberg^'^  have 
published  epidemiologic  evidence  pointing  to- 
ward chicken  houses  as  the  favorite  place  for 
the  isolation  of  H.  capsulatum  in  soil  samples, 
a finding  of  considerable  importance  in  rela- 
tion to  outbreaks  of  disease  because  it  estab- 
lished the  growth-promoting  effects  of  fowl  and 
bat  droppings. 

Thus,  in  a period  of  about  five  years,  histo- 
plasmosis was  shown  to  be  an  almost  universal 
and  benign  infection  in  highly  endemic  areas; 
the  mode  of  acquisition  was  determined  to  be 
inhalation  of  soil  dust;  the  incidence  of  infec- 
tion in  much  of  the  United  States  was 
determined;and  the  areas  of  high  prevalence 
were  defined;  and  the  factors  favoring  growth 
of  the  fungus  in  soil  were  demonstrated.®® 

Morphology  and 
Pathogenesis  Clarified 

Dr  Thomas  F.  PucketU®  examined  specimens 
of  resected  lungs  at  Fitzsimons  Army  Hospital 
in  Denver  and  in  1953  reported  numerous  coin- 
like lesions  that  in  the  past  had  been  called 
tuberculomas.  Making  use  of  special  fungus 
stains,  he  demonstrated  H.  capsulatum  in 
these  lesions.  These  studies  represented  a new 
development  in  the  morphologic  diagnosis  of 
histoplasmosis.  The  application  of  a com- 
paratively new  technique  had  resulted  in  the 
visualization  of  organisms  that  could  not  be 
seen  in  sections  stained  with  hematoxylin  and 
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eosin.®  Further  technical  advances  have  now 
been  made  in  the  histologic  diagnosis. 

By  this  time  the  clarification  of  the  disease 
had  come  a long  way.  Much  had  been  learned 
about  the  organism,  the  epidemiology  of  the 
disease,  the  presence  of  widespread  asymp- 
tomatic subclinical  forms,  the  existence  of 
cavitary  lesions  and,  finally,  the  demonstra- 
tion by  morphologic  methods  of  apparently 
nonviable  forms  of  H.  capsulatum  in  isolated 
lung  lesions.® 

In  1954  an  important  link  in  the  patho- 
genesis of  histoplasmosis  was  discovered  by  Dr 
Manuel  Straub.  He  demonstrated  that  in  Cin- 
cinnati the  overwhelming  majority  of  arrested 
human  primary  complexes  in  the  lungs  con- 
tained organisms  that  were  morphologically 
identical  with  H.  capsulatum. These  findings 
established  the  specificity  of  the  histoplasmin 
skin  test  and  proved  without  question  that 
histoplasmosis,  in  the  vast  majority  of  cases,  is 
a primary  pulmonary  disease.**  It  was  Dr 
Straub’s  work  that  showed  that  the  organism 
is  present  if  searched  for  by  proper  methods. 

Baum**  summarized  other  important  con- 
tributions to  our  knowledge  of  the  disease, 
such  as  the  identification  of  a separate  species 
of  histoplasma  by  Vanbreuseghem  in  Africa 
(Histoplasma  duboisii)  with  its  attendant 
large  forms  in  human  tissues;  the  demonstra- 
tion that  American  strains  of  H.  capsulatum 
can  produce  large  forms  in  hamsters;  the  frac- 
tionation of  antigenic  substances  from  the 
yeast  cell  of  Histoplasma  capsulatum;  the  elec- 
tron microscopic  finding  that  the  apparent  cap- 
sule of  Histoplasma  capsulatum  is  not  a cap- 
sule at  all,  but  represents  contraction  of  the 
organism  within  the  tissues;  and,  finally,  the 
development  of  chemotherapeutic  agents 
which  give  great  promise  of  being  effective 
against  histoplasmosis  clinically. 

Goodwin,  Des  Prez,  and  associates  at  the 
Vanderbilt  University  Medical  Center  have 
made  important  contributions  in  recent  years 
to  our  knowledge  of  the  pathogenesis  of  histo- 
plasmosis, especially  the  pulmonary  forms  of 
the  disease. ®®“*2  Chronic  pulmonary  histoplas- 
mosis was  first  noted  in  an  autopsy  in  1941  by 
Meleney®®  and  was  first  diagnosed  in  living  pa- 
tients in  1948  by  Johnson  and  Batson.®®  These 
observations,  which  indicated  that  pulmonary 
histoplasmosis  closely  resembled  chronic  pul- 
monary tuberculosis,  prompted  Furclow  and 
Brasher  to  survey  several  tuberculosis  sana- 
toria in  the  central  United  States,  where  they 
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discovered  many  patients  who  were  believed  to 
have  advanced  cavitary  tuberculosis,  but  actu- 
ally yielded  H.  capsulatum  rather  than 
Mycobacterium  tuberculosis  in  their  sputum 
cultures.®^ 

This  experience,  focusing  as  it  did  on  a pa- 
tient population  that  was  chronically  hos- 
pitalized, gave  rise  to  the  concept  that  chronic 
pulmonary  histoplasmosis  was  a slowly  prog- 


*'Palmer  suspected  that  the 
spores  of  saprophytic  airborne 
fungi  might  be  responsible  for 
calcific  nontuberculous  lesions 
. . . Dr  Emmons  disagreed, 
however,  and  suggested  that  H. 
capsulatum  was  the  cause.” 


ressive  and  usually  fatal  debilitating  illness 
accompanied  by  respiratory  insufficiency.  The 
more  frequent  and  clinically  different,  early 
pneumonic  form  of  chronic  pulmonary  histo- 
plasmosis, which  may  progress  to  advanced 
cavitary  pulmonary  disease  but  more  often 
subsides  without  antimicrobial  therapy,  was 
described  at  Vanderbilt  in  1966.'^^  These 
studies  showed  that  there  is  a more  benign 
form  of  histoplasmosis  which  heals  spontane- 
ously in  80%  of  cases  and  that  the  progressive 
cavitary  disease  occurs  in  only  20%  The  most 
recent  studies  indicate  that  chronic  pulmonary 
infection  is  opportunistic  and  represent  coloni- 
zation of  pre-existing  abnormal  pulmonary  air 
spaces  associated  with  emphysema,  which  em- 
phasizes the  importance  of  host  factors  in  dis- 
ease production  by  this  widely  prevalent 
fungus.®® 

In  1953  H.  capsulatum  was  demonstrated  in 
calcified  pulmonary  and  hilar  lymph  node 
granulomas,"*®  and  in  1955,  the  primary  lesions 
of  histoplasmosis  were  described  more 
completely. ‘*®  In  1958  and  1959,  persisting 
histoplasmosis  forms  were  demonstrated  in 
mediastinal  granulomas®^  and  in  the  lesions  of 
mediastinal  sclerosis  or  collagenosis.®®  In  1960, 
Baum  and  associates®^  pointed  out  that  certain 
pulmonary  "coin  lesions”  resulting  from  histo- 
plasmosis could  enlarge  slowly  over  long 
periods.  In  1969  Goodwin  and  Snelf  ® proposed 
that  pulmonary  histoplasmomas,  which  en- 
larged over  the  course  of  several  years,  did  so 
because  the  host  tended  to  respond  to  the  pres- 


ence of  antigen  at  the  center  of  the  histoplas- 
moma  with  exuberant  and  slowly  progressing 
collagen  formation  and  fibrosis.  In  1972,  this 
same  fibrogenic  aberration  in  host  response 
was  implicated  in  the  potentially  damaging  ef- 
fects of  histoplasma-induced  mediastinal 
granulomas  and  mediastinal  fibrosis  on  criti- 
cal mediastinal  structures  such  as  the  pul- 
monary arteries,  veins,  bronchi,  and  the 
superior  vena  cava  in  the  serious  clinical  dis- 
turbance known  as  mediastinal  fibrosis  or 
collagenosis.®'^ 

In  1980  Goodwin,  Shapiro  and  colleagues®® 
at  Vanderbilt  reported  on  a thorough  analysis 
of  102  cases  of  disseminated  histoplasmosis 
and  presented  several  important  clinical- 
pathologic  correlations.  They  postulated  that 
most  cases  of  disseminated  disease  occur  in  pa- 
tients with  a defect  in  immunologic  capacity  of 
varying  degree,  which  may  or  may  not  be  de- 
monstrable by  present  methods,  and  may  be 
transient. 

In  1981  Goodwin,  Loyd  and  Des  Prez”^  at 
Vanderbilt  presented  a comprehensive  review 
of  histoplasmosis  in  normal  hosts. 

This  is  a brief  overview  of  the  story  of  histo- 
plasmosis. There  are  many  unusual  aspects  of 
this  story.  Few  important  diseases  have  been 
clarified  in  so  short  a time  as  has  histo- 
plasmosis. Formerly  regarded  as  a rare  and 
fatal  illness,  it  is  now  known  to  be  a frequent 
infection  with  many  different  clinical  presen- 
tations, especially  in  endemic  areas.  It  is  un- 
usual, as  pointed  out  by  Baum,“  that  so  many 
contributions  to  knowledge  of  a major  disease 
have  originated  from  a single  institution,  in 
this  case  Vanderbilt  University.  To  be  sure, 
certain  major  problems  still  remain:  the  exact 
means  by  which  the  soil  becomes  infected  with 
spores  of  the  organisms  has  not  been  estab- 
lished; treatment  of  the  disease  is  far  from 
satisfactory;  and  effective  vaccination  is 
lacking.®  The  progress  to  date  suggests  that 
these  problems  will  be  resolved  in  the  foresee- 
able future. 

Note.  Much  of  the  information  included  in  this 
communication  has  been  derived  from  conver- 
sations with  Dr  Amos  Christie  and  from  refer- 
ences numbers  5 and  11. 
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Impotence;  A Surgically 
Manageable  Disease 


JOHNNY  B.  ROY,  MD 

Restoration  of  a man’s  disturbance  in 
sexual  performance  can  be  made  possible 
through  recent  advances  in  prosthetics  and 

prosthetic  surgery. 

Potency  is  defined  by  Webster’s  dictionary  as 
the  "quality  or  state  of  being  potent;  esp.,  abil- 
ity to  effect  a certain  result.”  Translated  to 
male  sexual  potency,  this  would  imply  the  abil- 
ity to  initiate,  sustain  and  consummate  a satis- 
factory sexual  act.  Conversely,  impotence  is  de- 
fined as  "incapacity  for  sexual  intercourse.” 
Within  the  context  of  this  discussion,  im- 
potence is  defined  as  inability  to  obtain  and 
maintain  an  erection  sufficient  for  satisfactory 
penetration. 

Impotence  has  plagued  man  from  time  im- 
memorial. Throughout  recorded  history,  man 
has  sought  to  reproduce  and  to  maintain  the 
ability  to  achieve  an  erection.  Consequently, 
some  men  became  an  easy  prey  to  certain  fads, 
fanc3'  concoctions,  questionable  surgery,  and 
even  sorcery  practiced  by  charlatans  and  itin- 
erant physicians.  Hippocrates  is  reported  to 
have  said  that  preoccupation  with  business 
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and  lack  of  womanly  attractiveness  could 
cause  impotence.'  Early  practitioners  attri- 
buted various  causes  to  this  problem,  ranging 
from  excessive  emissions  and  evil  spirits  to  as- 
sociation with  irreputable  women.  Gee'  quotes 
Benjamin  Rush,  in  a lecture  to  medical  stu- 
dents in  1830  on  the  "Morbid  State  of  the  Sex- 
ual Appetite,”  as  saying  that  "when  indulged 
in,  an  undue  or  a promiscuous  intercourse  will 
produce  seminal  weakness,  impotence  . . . 
tabes  dorsalis,  fatuity,  and  death.” 

The  pioneer  work  of  Kinsey  and  Masters  and 
Johnson  greatly  advanced  understanding  of 
human  sexuality.  In  turn,  the  progress  made  in 
understanding  the  anatomy  and  neuro- 
physiology of  the  male  generative  system  has 
led  to  development  of  innovative  approaches  to 
managing  impotence,  more  appropriately  re- 
ferred to  as  erectile  dysfunction. 

Anatomy  and  Neurophysiology 
of  Erection 

Erectile  dysfunction  can  he  a manifestation 
of  profound  psychopathology  or  organic  disease 
or  some  combination  of  both.  To  understand 
this  dysfunction,  it  is  necessary  first  to  under- 
stand the  anatomy  and  neurophysiology  of 
erection. 

Anatomy.  The  penis  is  composed  of  two 
cylindrical  bodies  (corpora  cavernosa)  extend- 
ing from  beneath  the  pubic  bones  to  the  glans 
penis.  These  cylinders  are  composed  of  a tough 
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elastic  outer  sheet  called  tunica  albuginea. 
Within  each  is  an  exquisitely  devised  spongy 
erectile  tissue  arranged  in  small  vascular  com- 
partments. Blood  is  supplied  to  the  corpora 
cavernosa  from  the  pudendal  artery,  which  is  a 
branch  of  the  hypogastric  artery.  Both  the  au- 
tomatic and  somatic  nerves  supply  the 
genitalia. 

Physiology  of  erection.  Erection  can  result 
either  from  local  stimulation  of  genitalia  (re- 
flexogenic)  or  from  stimulation  of  cerebral  ero- 
tic centers  through  fantasies,  memories,  etc. 
(psychogenic). 

In  response  to  these  afferent  stimuli,  the  ef- 
ferent parasympathetic  neural  outflow  from 


’’Hippocrates  is  reported  to 
have  said  that  preoccupation 
with  business  and  lack  of 
womanly  attractiveness  could 
cause  impotence.” 


S2-S4  segments  of  the  spinal  cord  (nervi 
erigentes)  will  trigger  an  erectile  reaction.  The 
actual  conversion  of  a flaccid  penis  to  an  erect 
one  is  basically  a vascular  phenomenon. 

Stimulation  of  nervi  erigentes  leads  to 
engorgement  of  the  corpora  cavernosa  by  dila- 
tation of  the  penile  arteries.  At  the  same  time, 
there  is  some  impediment  of  the  venous  out- 
flow. This  complex  rearrangement  of  the  vas- 
cular flow  was  first  described  by  Contie  in 
1952.-  He  described  the  presence  of  "polsters” 
that  act  as  valve-like  structures  in  the  walls  of 
the  arterioles  and  the  venules,  facilitating  the 
reshunting  of  the  blood  and  thereby  increasing 
the  flow  to  the  corpora.  Experimentally,  New- 
man et  aP  could  induce  tumescence  by  infusion 
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of  20-50  cc  of  saline  per  minute,  and  erection 
could  be  sustained  by  12  cc  per  minute.  The 
sympathetic  nervous  system  more  commonly 
associated  with  ejaculation  has  been  impli- 
cated in  producing  erection. There  also  is  evi- 
dence of  the  presence  of  a higher  erectile  center 
in  the  thoraco-lumbar  region  mediating 
psychic  stimuli.®  It  is  important  to  note  that 
our  knowledge  of  the  neurophysiology  of  erec- 
tion is  based  mostly  on  animal  models. 

Diagnosis.  Evaluation  of  the  patient  entails 
obtaining  a complete  medical  history.  This 
should  include  a detailed  questionnaire  to  be 
answered  by  frank,  descriptive  responses.  Spe- 
cial emphasis  is  put  on  the  history  of  intake  of 
any  medications  or  drugs.  Involvement  of  the 
partner  cannot  be  overemphasized  in  the  ini- 
tial interview.  The  patient  is  given  a careful 
general  examination,  with  special  considera- 
tion on  ascertaining  the  vascular,  neurologic, 
and  anatomic  integrity  of  the  genitalia. 

Laboratory  investigation  includes  the 
routine  screening  tests  such  as  Chem-18, 
hemogram,  and  urinalysis.  The  need  for 
plasma  hormonal  assays  and  other  esoteric 
tests,  as  well  as  for  psychological  evaluation,  is 
determined  by  the  history  and  physical  exami- 
nation. The  nocturnal  penile  tumescence  test 
(NPT)  popularized  by  Karacan**  was  found  to  be 
useful  in  differentiating  biogenic  from 
psychogenic  impotence.  This  test  requires  the 
use  of  a bedside  monitoring  machine  with 
string  gauges  placed  on  the  shaft  of  the  penis. 
A normal  individual  exhibits  several  erections 
associated  with  rapid  eye  movement  (REM)  ac- 
tivity during  sleep.  In  certain  individuals, 
phallography,  pelvic  angiography,  and  meas- 
urement of  penile  blood  pressure  can  aid  in 
diagnosis.  Table  1 illustrates  the  breakdown 

TABLE  I 

IMPLANTS  BY  ETIOLOGY 


Alcoholism 

# 

3 (<1%) 

Diabetes  Mellitus 

338 (21%) 

Drug/Chemical  Therapy 

24  (2%) 

Peyronies  Disease 

70  (690 

Priapism 

20  (1%) 

Psychogenic  Factors 

73  (670 

Radical  Pelvic  Surgery 

210  (11%) 

Spinal  Cord  Injury 

79  (67f) 

Truma,  pelvic  and/or  genital 

107  (9%) 

Vascular  Disease 

115  (970 

Other 

204  (167f) 

TOTAL 

1,243 

* Courtesy  of  American  Medical  Systems,  Min- 
netonka, Minnesota. 
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Fig  1.  Small-Carrion  Prosthesis,  manufactured  by 
American  Heyer-Schulte  Corporation,  Goleta,  CA. 


on  the  etiology  of  1,243  patients  implanted  by 
21  surgeons. 

Management  of  Impotence 

Management.  After  the  evaluation  is  made 
and  a reasonable  diagnosis  is  obtained,  the  pa- 
tient is  categorically  managed  either  medically 
or  surgically.  The  medical  management  of  im- 
potence, which  falls  beyond  the  scope  of  this 
discussion,  can  imply  psychosexual  counseling, 
treatment  of  an  underlying  illness,  drug 
therapy,  or  any  combination  of  the  above. 
Surgery.  Phenomenal  advancements  have  oc- 
curred in  recent  years  in  the  surgical  man- 
agement of  impotence.  The  idea  of  implanting 
a prosthesis  is  not  a novel  one.  The  earliest 
attempts  to  implant  an  autologous  material, 
such  as  a rib  graft  by  Bergman^  and  cartilage 
by  Bogoros  as  cited  by  Gee,*  have  failed.  Ac- 
rylic and  polyethylene  rods*  were  implanted 


Fig  2.  Finney’s  Flexi-Rod  Penile  Prosthesis.  The  nar- 
row end  can  be  trimmed  for  sizing  and  the  main  shaft 
has  a hinge.  Produced  by  Medical  Engineering  Cor- 
poration, Racine,  WS. 


later,  but  the  real  breakthrough  came  with  the 
introduction  of  silicone  rubber.  The  inert  na- 
ture of  this  material  enabled  the  host  to  better 
tolerate  the  implantation  of  this  relatively 
non-reactive  material. 

Currently,  there  are  two  types  of  penile  im- 
plants available  with  some  modifications.  One 
is  the  semi-rigid  prosthesis  and  the  other  is  an 
inflatable  one.  The  popular  semi-rigid  prosth- 
eses  are  the  Small-Carrion,**  introduced  in 
1975;  the  Finney'*’  "Flexi-rod,”  introduced  in 
1977;  and  the  Jonas"  introduced  in  US  in 
1980.  The  Small-Carrion  consists  of  two  paired 
silicone  rods:  (Fig  1)  The  Finney  is  a variation 
of  the  Small-Carrion  in  that  it  has  a hinge  at 
some  point  permitting  the  penis  to  bend  for 
better  concealment.  (Fig  2)  The  Jonas  has 
braided  silver  wires  imbedded  within  the  rub- 
ber core,  making  it  malleable;  hence  it  can  con- 
form to  various  positions.  (Fig  3)  The  inflatable 
prosthesis,  developed  by  Scott  etal,^^  was  first 
implanted  in  1973.  (Fig  4)  It  is  hydraulically 
controlled  and  mimics  closely  the  natural  pro- 
cess by  the  presence  of  two  expandable  cylin- 


. . the  progress  made  in 
understanding  the  anatomy 
and  neurophysiology  of  the 
male  generative  system  has  led 
to  development  of  innovative 
approaches  to  managing  im- 
potence . . 


ders  implanted  within  the  corpora.  The  two 
cylinders  are  connected  by  tubings  to  a fluid- 
filled  reservoir  and  a small  pump.  This  pump  is 
implanted  subcutaneously  in  the  scrotum  and 
the  reservoir  behind  the  rectus  muscles.  By  re- 
peatedly squeezing  the  pump,  fluid  from  the 
reservoir  is  directed  to  the  expandable  cylin- 
ders. Hence,  a person  has  control  not  only  over 
his  erectile  state  but  also  over  the  degree  of  the 
erection.  Pressing  a small  valve  located  at  the 
bottom  of  the  pump  causes  the  fluid  from  the 
penile  cylinders  to  return  to  the  reservoir,  and 
the  penis  resumes  a flaccid  position. 

Each  prosthesis  has  its  advantages  and  dis- 
advantages. The  semi-rigid  ones  are  easier  to 
implant,  have  no  mechanical  parts  to  mal- 
function, and  cost  less  than  the  inflatable  one. 
The  Scott  inflatable  prosthesis  requires  a more 
involved  surgical  procedure,  is  more  expensive. 
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TABLE  II 


Fig  3.  Jonas  Prosthesis.  The  imbedded  silver  wires 
within  the  core  render  it  malleable.  Furnished  by 
Dacomed  Corporation,  Minneapolis,  MN. 


Fig  4.  The  inflatable  penile  prosthesis.  Produced  by 
American  Medical  System,  Inc.  Minnetonka,  MN. 


Current  Price  of  Penile  Prosthesis 

Small-Carrion $ 430.00 

Flexi-Rod $ 480.00 

Jonas  $ 890.00 

Inflatable $1,700.00 

and  can  malfunction.  Consequently,  careful 
consideration  is  required  when  selecting  a par- 
ticular type  of  prosthesis  to  suit  each  indi- 
vidual. Table  II  shows  the  current  price  of  each 
prosthetic  device. 

Outcome.  Successful  implantation  can  be 
expected  in  90%  of  patients.  Complications  for 
all  types  of  prosthesis  are  in  the  range  of  10%. 
Naturally,  the  hydraulically  operated  inflata- 
ble device  has  a higher  rate  of  complications. 
However,  most  mechanical  problems  can  be 
corrected  readily,  and  secondary  surgical  pro- 
cedures can  further  enhance  the  success  rate. 
The  risk  of  infection  inherent  in  all  implant- 
able heterologous  material  is  always  present 
and  may  require  removal  of  the  prosthesis. 

Prospects  for  improvements  in  this  area  ap- 
pear promising  since  further  research  and  in- 
novations will  open  new  frontiers,  both  surgi- 
cal and  medical,  that  ultimately  will  prove 
beneficial  to  the  impotent  patient. 
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Cushing’s  Syndrome  from  an 
ACTH-Secreting  Pheochromocytoma 
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Early  clinical  recognition  of  this  uncommon 
disorder  may  limit  the  morbidity  and 
mortality  associated  with  this  non-malignant 
but  potentially  lethal  tumor. 


Pheochromocytoma  is  generally  considered 
an  uncommon  disorder.''^  Despite  a reported 
prevalence  of  0.1%  in  the  general 
population,^-  ® a recent  autopsy  study  suggests 
that  as  many  as  76%  of  patients  with  pheo- 
chromocytoma may  not  be  indentified  during 
life.^  Although  many  cases  escape  detection 
because  the  tumor  may  be  clinically  silent,”-  ' 
the  protean  clinical  expressions  of  the  pheo- 
chromocytoma also  contribute  to  the  difficul- 
ties in  diagnosis.”  *^  The  present  case  report  de- 
scribes a patient  with  Cushing’s  syndrome  who 
was  found  to  have  an  ACTH-secreting  pheo- 
chromocytoma. 

The  ectopic  ACTH  syndrome  (ectopic 
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Cushing’s  syndrome)  is  thought  to  represent 
about  15%  of  all  causes  of  Cushing’s 
syndrome. In  contrast  to  most  other  causes  of 
ectopic  Cushing’s  syndrome,  the  disorder 
caused  by  pheochromocytoma  is  potentially 
completely  curable.  This  consideration 
prompted  us  to  report  our  experience  with  a 
case  and  to  review  the  available  literature  on 
ACTH-secreting  chromaffin  tumors  to  deter- 
mine the  clinical  significance  of  early  detection 
of  the  disorder. 

Case  Report 

A 62-year-old  white  female  developed  signs 
of  Cushing’s  syndrome  during  a two-month 
period  prior  to  her  admission.  In  that  time  she 
developed  facial  and  supraclavicular  fullness, 
facial  hair,  and  a paroxysmal  flush  of  the  face 
and  upper  thorax.  She  also  experienced 
episodes  of  severe  headache  and  feelings  of 
anxiety.  No  abdominal  or  axillary  striae  de- 
veloped, nor  was  a change  in  skin  pig- 
mentation evident.  Before  her  referral,  she  de- 
veloped congestive  heart  failure  and  responded 
well  to  therapy  with  diuretic  and  digoxin.  Per- 
sistent hypokalemia  had  been  treated  with 
potassium  supplementation,  but  was  difficult 
to  control. 

The  patient  appeared  acutely  ill  and  dis- 
played Cushingoid  facies  with  thin  skin  and  fa- 
cial hair.  The  blood  pressure  was  150/96  mm 
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Fig  1.  - Electron  photomicrograph  of  pheochromo- 
cytoma  tissue.  The  abundant  dark  secretory 
granules  (arrows)  have  been  noted  in  other  cases  of 
pheochromocytoma  (original  magnification 
X 18,460). 

Hg,  the  heart  rate  was  104  per  minute,  and  the 
temperature  was  99.6°  F.  There  were  rales  in 
both  lung  fields.  The  cardiac  impulse  was  dis- 
placed leftward  and  an  S-3  gallop  was  present. 
The  liver  was  enlarged  to  percussion.  Proximal 
muscle  weakness  was  present.  The  muscle 
stretch  reflexes  were  normal.  Pelvic  ex- 
amination revealed  evidence  of  vaginal  can- 
didiasis, but  no  other  abnormality. 

The  patient  was  admitted  to  the  intensive 
care  unit.  Admission  arterial  blood  gases  were: 
pH  7.66,  PO2  40  mm  Hg,  PCO2  43  mm  Hg, 
calculated  HCO3  49  mEq/L.  The  white  blood 
count  was  18,400  (76  segmented  neutrophils. 


17  band  neutrophils,  4 lymphocytes,  1 mono- 
cyte, and  2 metamyelocytes).  The  hemoglobin 
was  11.5  gm7dL.  Serum  electrolytes  were: 
sodium  143  mEq/L,  potassium  2.8  mEq/L, 
chloride  81  mEq/L,  bicarbonate  41  mEq/L.  The 
serum  glucose  was  195  mg/dL,  the  serum  urea 
nitrogen  was  9 mg/dL,  and  the  serum 
creatinine  was  0.7  mg/dL.  The  chest  radio- 
graph revealed  borderline  cardiomegaly  with 
minimal  congestion  and  diffuse  bilateral  in- 
filtrates in  the  left  upper  and  right  lower  lung 
fields.  The  electrocardiogram  was  normal. 

Initial  therapy  was  directed  toward  correct- 
ing the  hypokalemia  (parenteral  potassium) 
and  treating  a staphylococcal  pneumonia  with 
hypoxemia  (cefamandole  and  oxygen). 

Diagnostic  studies  conducted  prior  to  admis- 
sion suggested  the  existence  of  a persistent 
hypercortisolemia  that  did  not  suppress  nor- 
mally following  the  administration  of  high- 
dose  dexamethasone  (2  mg  dexamethasone 
every  six  hours  for  48  hours).  The  morning 
serum  cortisol  level  was  84  mcg/dL  (normal, 
5-20  mcg/dL),  and  the  evening  level  was  55 
mcg/dL  (normal,  2-9  mcg/dL).  The  24-hour  uri- 
nary excretion  of  17-hydroxy  corticosteroids 
(17-OHCS)  was  43  mg/24  hr  (normal,  3-10 
mg/24  hr)  and  of  17-ketosteroids  (17-KS)  was 
13.7  mg/24  hr  (normal,  5-15  mg/24  hr).  A 
high-dose  dexamethasone  suppression  test  was 
repeated,  and  after  two  days  of  8 mg/day 
dexamethasone,  the  urinary  excretion  of 
17-OHCS  was  40  mg/24  hrs  (normal,  decrease 
to  less  than  50%  of  the  basal  17-OHCS 
excretion^^).  The  urinary  excretion  of  free 


Fig  2a  - Immunoperoxidase  localization  of  ACTH  in 
pheochromocytoma  tissue.  Cells  with  darkened  cyto- 
plasm are  positive  for  ACTH  ( original  magnification 
x900). 


Fig  2b.  - Pheochromocytoma  tissue  control.  Absence 
of  cytoplasmic  darkening  indicates  lack  of  non- 
specific activity  in  the  immunoperoxidase  technique 
(original  magnification  x900). 
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cortisol  following  high-dose  dexamethasone 
suppression  was  2490  mcg/24  hr  (normal,  de- 
crease to  less  than  25  mcg/24  hr^®).  The  uri- 
nary excretion  of  vanillylmandelic  acid  (VMA) 
was  17  mg/24  hr  (normal,  less  than  10  mg/24 
hr). 

Considering  the  rapid  development  and  pro- 
gression of  the  signs  of  Cushing’s  syndrome, 
the  abnormal  dexamethasone  suppression 
tests,  and  the  elevated  VMA  excretion,  a diag- 
nosis of  ectopic  ACTH  syndrome  was  enter- 
tained. An  adrenal  medullary  tumor  (pheo- 
chromocytoma)  was  suspected  as  the  ectopic 
source  of  ACTH.  Additional  diagnostic  evalua- 
tions were  conducted  to  confirm  the  diagnosis. 
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Urinary  excretion  studies  for  17-OHCS  and 
free  cortisol  were  repeated  at  the  time  of  ad- 
mission. Excretion  of  17-OHCS  was  22.8  mg/24 
hr  and  of  free  cortisol  was  greater  than  3175 
mcg/24  hr  (normal,  20-90  mcg/24  hr).  Urinary 
excretion  of  metanephrines  was  2.5  mg/24  hr 
(normal,  less  than  1.3  mg/24  hr).  Morning 
plasma  cortisol  was  67.8  mcg/dL.  Plasma 
norepinephrine  (NE)  and  epinephrine  (E)  by 
high  performance  liquid  chromatography  were 
4115  pg/ml  (normal,  less  than  900  pg/ml)  and 
1559  pg/ml  (normal,  less  than  100  pg/ml),  re- 
spectively (Mayo  Medical  Laboratories, 
Rochester,  Minnesota).  Plasma  NE  was  3891 
pg/ml  and  E was  1714  pg/ml  by  a radio- 
enzymatic  assay  in  our  laboratory. Plasma 
ACTH,  measured  with  a CIS  radioimmuno- 
assay kit,  was  376  pg/ml  (normal,  10-100 
pg/ml). 

Computer-assisted  tomography  of  the  ab- 
domen revealed  a 4-5  cm  mass  anterior  to,  and 
above  the  right  kidney.  The  left  adrenal  was 
visualized  and  appeared  larger  than  normal, 
but  with  normal  configuration.  An^^^-I-lO- 
iodocholesterol  scan  was  performed  and  dem- 
onstrated uptake  in  both  adrenal  glands. 


"Despite  a reported  prevalance 
of  0.1%  in  the  general  popula- 
tion, a recent  autopsy  study 
suggests  that  as  many  as  76%  of 
patients  with  pheochromo- 
cytoma  may  not  be  identified 
during  life.” 


The  results  of  these  radiographic  studies  were 
consistent  with  the  initial  diagnosis  and,  to- 
gether with  the  biochemical  studies,  suggested 
the  presence  of  a pheochromocytoma  of  the 
right  adrenal  gland.  The  tumor,  in  addition  to 
secreting  large  amounts  of  NE  and  E,  also  sec- 
reted sufficient  ACTH  to  stimulate  both  ad- 
renal cortices  with  the  resultant  effect  of  pro- 
ducing hypercortisolemia  and  Cushing’s  syn- 
drome. 

Venography  with  selective  venous  sampling 
was  performed  to  confirm  that  the  right  ad- 
renal mass  was,  in  fact,  the  source  of  both  the 
excessive  ACTH  and  catecholamine  secretion. 
The  results  of  the  venous  sampling  study  are 
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shown  in  Table  1.  This  study  demonstrated 
that  the  venous  drainage  from  the  right  ad- 
renal gland  had  markedly  higher  concentra- 
tions of  NE,  E,  and  ACTH  than  any  other  site 
sampled  and  supported  our  initial  clinical  im- 
pression. 

Because  of  the  very  high  plasma  cortisol 
levels  and  the  rapid  progression  of  the  effects  of 
hypercortisolemia,  the  patient  was  given 
aminoglutethimide  and  metyrapone  to  block 
endogenous  cortisol  synthesis.  Aminoglu- 
tethimide blocks  the  enzymatic  conversion  of 
cholesterol  to  A^-pregnenolone,  the  initial  step 
in  the  biosynthesis  of  the  corticosteroids. 

TABLE  1.  Norephinephrine  (NE),  Epinephrine 
(E),  and  ACTH  Concentrations  at  Several  Venous 
Sites  in  a Patient  with  an  ACTH-Secreting 
Pheochromocy  toma . 


Site 

NE  (pg.'ml) 

E (pg/ml) 

ACTH 

(pg/ml) 

LAV 

2,241 

2,901 

80 

Peripheral 

1,510 

517 

102 

RAV 

251,368 

124,543 

388 

Peripheral 

1,683 

491 

80 

IVC 

5,837 

2,717 

no 

Peripheral 

2,077 

608 

114 

RIPS 

4,125 

1,343 

102 

Peripheral 

1,906 

623 

96 

RIJV 

3,806 

1,534 

134 

Peripheral 

2,219 

747 

118 

SVC 

3,497 

1,350 

112 

Peripheral 

2,394 

708 

100 

LAV  = Left  adrenal  vein;  Peripheral  = Peripheral 
venous  sample  drawn  simultaneously  with  that 
from  indicated  site;  RAV  = Right  adrenal  vein;  IVC 
= Inferior  vena  cava  above  level  of  renal  veins;  RIPS 
= Right  inferior  petrosal  sinus;  RIJV  = Right  in- 
ternal jugular  vein;  SVC  = Superior  vena  cava. 

Metyrapone  provided  additional  blockade, 
interfering  with  the  conversion  of  11-de- 
oxy cortisol  to  cortisol.  The  patient  was  given 
physiological  doses  of  dexamethasone  to 
avoid  the  development  of  adrenal  insufficiency. 
Phenoxybenzamine  and  propranolol  were 
added  to  the  medical  regimen  to  block  the  ef- 
fects of  the  extremely  elevated  levels  of  plasma 
NE  and  E. 

Based  on  the  results  of  the  diagnostic  evalu- 
ation, surgery  for  the  removal  of  the  right 
adrenomedullary  tumor  was  planned,  but  was 
delayed  because  of  preoperative  complications. 
The  patient  developed  deep  vein  thrombosis  of 
the  leg  and  the  staphylococcal  pneumonia  re- 
curred. Anticoagulant  and  antibiotic  therapies 
were  instituted.  Both  problems  resolved  suf- 
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ficiently  over  a period  of  three  weeks  to  permit 
surgery  for  the  adrenal  tumor. 

At  surgery  a highly  vascular,  5 x 6 cm  tumor 
of  the  right  adrenal  gland  was  removed.  There 
was  no  local  invasion  by  the  tumor  of  contigu- 
ous structures,  and  no  other  masses  were  found 
during  exploration  of  the  abdomen.  Histo- 
pathologic diagnosis  of  the  tumor  was  pheo- 
chromocy toma.  This  was  confirmed  by  electron 
microscopy.  (Fig  1)  The  adrenal  cortex  was  un- 
remarkable. Immunoperoxidase  localization  of 
ACTH  in  the  tumor  tissue  was  performed  on  4p, 
paraffin  sections  using  the  reagents  from  a 
Histoset^''  kit  #123  (Immulok,  Inc.,  Carp- 
interia,  CA).^®  The  results  of  the  immunoper- 
oxidase localization  studies  demonstrated  that 
approximately  15%  of  the  cells  in  the  tumor 
tissue  were  positive  for  ACTH.  ( Fig  2a)  An  ad- 
jacent tissue  specimen  served  as  a control  and 
demonstrated  the  absence  of  nonspecific 
immunoperoxidase  activity.  (Fig  2b) 

We  also  measured  the  circulating  plasma 
levels  of  NE,  E,  and  ACTH  soon  after  removal 
of  the  tumor  and  daily  thereafter  for  six  days. 


. A correct  preoperative 
diagnosis  may  influence  man- 
agement plans  to  improve  the 
outcome  of  patients  with  this 
nonmalignant  but  potentially 
lethal  tumor.” 


(Table  2)  Within  eight  hours  after  the  tumor 
was  excised,  plasma  ACTH  and  E decreased 
abruptly  and  plasma  NE  decreased  slightly 
compared  with  preoperative  levels.  On  the  first 
postoperative  day,  the  levels  of  ACTH,  NE,  and 
E were  all  substantially  decreased  and  stabi- 
lized at  that  lower  level  over  the  ensuing  five 
days  of  monitoring.  This  provided  additional 
evidence  that  the  pheochromocytoma  in  this 
patient  produced  ACTH  as  well  as  NE  and  E. 

The  patient’s  hospital  course  after  surgery 
was  uneventful,  and  she  was  discharged  on  the 
eighth  postoperative  day.  At  follow-up  several 
weeks  after  removal  of  the  pheochromocytoma, 
the  patient’s  blood  pressure  was  normal  and 
the  stigmata  of  Cushing’s  syndrome  were  re- 
solving. 

Case  Discussion 

Forman  et  recently  reported  a case  of 
ectopic  ACTH  syndrome  due  to  pheochro- 
mocytoma and  reviewed  the  world  literature  to 
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TABLE  2.  Cortisol,  ACTH,  Norepinephrine  and  Epinephrine  Levels  in  a Patient  with  an  ACTH- 
Secreting  Pheochromocytoma. 


Days  Pre-Operative 

(Hours)  Days  Post-Operative 

Normal  32  22 

Range  (Admission) 

(8) 

1 

2 

3 

4 

5 

6 

Blood  Pressure 
mm  Hg 

150/96  112/74 

120/80 

120/70 

138/76 

138/80 

140/72 

110/60 

128/70 

Pulse 
per  min 

104  104 

100 

90 

100 

80 

96 

84 

72 

Plasma  Cortisol  (AM) 
mcg/dL 

7-  25  68 

Urinary  Free 
Cortisol 

20-  90  > 3175 

mcg/24  hours 

Plasma  ACTH 
pg/ml 

4-100  376  102 

24 

< 10 

< 10 

< 10 

< 10 

< 10 

< 10 

Plasma 

Norepinephrine 

pg/ml 

< 900  3891  1510 

1137 

420 

489 

381 

482 

403 

519 

Plasma 

Epinephrine 

pg/ml 

< 100  1714  517 

63 

22 

23 

16 

19 

14 

9 

1979  (28  cases)  on  ectopic  ACTH  syndrome  as- 
sociated with  chromaffin  tumors.  A set  of  ideal 
criteria  was  suggested  by  these  authors  for  es- 
tablishing that  the  tumor  is  the  site  of  ectopic 
ACTH  production.  The  conditions  that  should 
be  fulfilled  are:  (1)  clinical  and  laboratory  evi- 
dence of  hypercortisolism,  ( 2)  clearly  elevated 
plasma  ACTH  levels,  (3)  elevated  ACTH  levels 
in  the  venous  effluent  from  the  tumor,  (4)  de- 
creased plasma  ACTH  levels  after  removal  of 
the  tumor,  and  (5)  ACTH  activity  in  tumor  ex- 
tracts. Of  the  28  cases  they  reviewed,  only 
seven^®"^^  were  considered  to  be  adequately 
documented,  and  none  fulfilled  all  of  the  above 
criteria.  Since  1979  two  additional  cases  have 
been  reported  associating  pheochromocytoma 
with  ectopic  ACTH  syndrome.  The  patient  pre- 
sented by  Spark  et  fulfilled  all  five  criteria, 
while  the  patient  reported  by  Hoffman  et  aP^ 
met  four. 

In  our  patient,  the  clinical  diagnosis  of  ec- 
topic ACTH  syndrome  was  suggested  on  the 
basis  of:  (1)  the  relatively  sudden  onset  and 
rapid  progression  of  the  signs  of  Cushing’s 
syndrome,  (2)  the  lack  of  suppression  of  plasma 
cortisol  and  urinary  free  cortisol  after  two  days 
of  high-dose  (8  mg/ day)  dexamethasone,  and 
(3)  the  elevated  urinary  excretion  of  VMA  and 
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the  elevated  plasma  levels  of  NE  and  E,  and 
ACTH.  Appropriate  management  of  the  pa- 
tient required  further  studies  in  order  to 
localize  the  site  of  the  pheochromocytoma 
thought  to  be  present  and  to  establish  that  the 
chromaffin  tumor  was  the  source  of  the  ex- 
cessive secretion  of  ACTH  responsible  for  the 
hypercortisolism  in  this  patient. 

Localization  of  the  pheochromocytoma  was 
accomplished  by  computerized  tomography  of 
the  abdomen  and  was  verified  by  venography 
and  selective  adrenal  vein  sampling  studies. 
The  NE  and  E levels  of  the  adrenal  venous  ef- 
fluents clearly  identified  the  site  of  the 
pheochromocytoma  and  confirmed  the  CT  find- 
ings. By  measuring  the  ACTH  levels  in  blood 
samples  taken  from  several  locations  in  the 
venous  circulation,  we  demonstrated  that  a 
markedly  elevated  level  was  found  only  in  the 
sample  representing  the  venous  drainage  from 
the  tumor.  (Table  1)  These  data  constituted  the 
preoperative  evidence  for  the  presence  of  a 
functioning  pheochromocytoma  of  the  right  ad- 
renal medulla  which  also  produced  and  se- 
creted clinically  significant  amounts  of  ACTH. 

Our  attempts  to  provide  an  etiologic  diag- 
nosis for  this  patient  in  support  of  the  clinical 
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diagnosis  permitted  us  to  satisfy  the  five 
criteria  proposed  by  Forman  et  aF^  that  the 
pheochromocytoma  was  secreting  ACTH.  Four 
criteria  proposed  by  Forman  et  that  the 
were:  ( 1)  the  presence  of  hypercortisolism  bio- 
chemically and  its  clinical  expression  as 
Cushing’s  syndrome,  (2)  clearly  elevated 
plasma  ACTH  levels,  (3)  elevated  ACTH  con- 
centrations in  the  venous  effluent  from  the 
tumor  site,  and  (4)  greatly  diminished  plasma 
ACTH  levels  after  removal  of  the  tumor.  The 
diagnosis  was  confirmed  (and  the  fifth  criter- 
ion satisfied)  by  demonstrating  specific  ACTH 
activity  in  the  tumor  tissue. 

Considering  the  patient  reported  here  to- 
gether with  the  nine  patients  reported 
previously, an  observation  emerges  which 
deserves  emphasis.  In  each  of  the  cases  re- 
viewed, the  ACTH-secreting  pheochro- 
mocytoma (two  were  called  paraganglioma) 
was  unilateral  and  was  nonmetastatic.  This 
made  surgical  excision  of  the  tumor  possible  in 
each  case  with  an  excellent  prognosis  for  com- 
plete cure  of  the  disorder.  This  is  in  direct  con- 
trast to  the  ectopic  ACTH  syndrome  caused  by 
most  other  tumors  which  are  generally  malig- 
nant and  are  associated  with  a much  poorer 
prognosis.  Although  the  ectopic  ACTH  syn- 
drome associated  with  pheochromocytoma  is 
unusual,  we  recommend  screening  tests  for  the 
presence  of  chromaffin  tumors  (urinary  meta- 
nephrines,  free  catecholamines,  VMA,  and/or 
plasma  norepinephrine  and  epinephrine)  as 
part  of  the  evaluation  of  every  patient  with 
Cushing’s  syndrome.  In  those  patients  diag- 
nosed preoperatively,  75%  survived;  if  the 
diagnosis  was  not  made  preoperatively,  the 
survival  rate  was  50%.  These  data  suggest  that 
a correct  preoperative  diagnosis  may  influence 
management  plans  to  improve  the  outcome  of 
patients  with  this  nonmalignant  but  po- 
tentially lethal  tumor. 
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Car  Restraint  Systems 


News  From 

^^The  Oklahoma  State 
Department  of 
Health 


Each  year  more  than  95%  of  the  children 
killed  or  injured  in  traffic  accidents  are  not 
protected  by  a child  restraint  or  adult  seat  belt 
at  the  moment  of  impact. 

Many  parents  are  unaware  that  even  at 
speeds  of  30  mph  or  less,  the  impact  of  a sudden 
stop  or  crash  could  hurl  an  unrestrained  child 
into  the  unrelenting  surfaces  of  a vehicle,  or 
even  through  the  windshield.  And  holding  a 
child  is  no  protection  against  accidental  injury 
— in  fact,  infants  can  be  crushed  by  the  body 
weight  of  an  adult  in  the  event  of  a crash.  Even 
minor  collisions  are  sudden,  powerful,  and 
most  importantly,  unpredictable.  The  only  way 
to  assure  a child’s  safety  is  with  a specially 
designed  car  safety  seat. 


There  are  several  types  of  approved  car  re- 
straint systems  available  today.  When  shop- 
ping for  one  of  these  systems,  parents  should 
look  for:  1.  car  seats  designed  to  be  fastened  in 
place  by  a vehicle  seat  belt;  2.  seats  high 
enough  to  provide  proper  head  protection;  3. 
special  harness  straps  or  foam-padded  shields 
to  secure  child’s  body;  4.  special  padding  (not 
just  sponge  rubber)  cushioning  all  areas  the 
child’s  head  might  hit,  and  5.  tether  straps  for 
seats  designed  to  be  anchored  at  the  top. 

Parents  should  be  advised  to  read  and  follow 
manufacturers’  instructions  carefully.  Even 
the  best  car  seat  — if  used  improperly  — can 
lose  up  to  90%  of  its  effectiveness.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  NOVEMBER,  1982 


DISEASE 

NOVEMBER 

NOVEMBER 

OCTOBER 

TOTAL  TO  DATE 

1982 

1981 

1982 

1982 

1981 

Amebiasis 

_ 





11 

24 

Aseptic  Meningitis 

24 

7 

32 

198 

101 

Brucellosis 

1 

— 

2 

8 

7 

Encephalitis,  Infectious 

2 

3 

4 

38 

25 

Gonorrhea  (Use  Form  ODH-228) 

1096 

1341 

1267 

14440 

14654 

Hepatitis  A 

50 

29 

87 

679 

281 

Hepatitis  B 

23 

17 

30 

316 

211 

Hepatitis  Unspecified 

46 

19 

36 

276 

147 

Malaria 



1 

— 

8 

8 

Measles  (Rubeola) 





3 

30 

6 

Meningococcal  Infections 

3 

6 

3 

30 

46 

Pertussis 

1 

— 

— 

6 

2 

Rabies  (Animal) 

13 

8 

13 

185 

207 

Rocky  Mountain  Spotted  Fever 

— 

— 

4 

76 

99 

Rubella 





— 

3 

2 

Salmonellosis 

31 

38 

88 

437 

392 

Shigellosis 

26 

47 

68 

376 

424 

Syphilis  (Use  Form  ODH-228) 

20 

13 

18 

190 

167 

Tetanus 



1 

— 

1 

2 

Tuberculosis 

22 

30 

22 

301 

302 

Tularemia 



6 

7 

32 

32 

Typhoid  Fever 

— 

— 

1 

3 

5 
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DON’T  MISS  IT 


OSMA  1983  ANNUAL  MEETING 
SCIENTIFIC  PROGRAM 


I 


“MED/C/NE  ON  THE  MOVE: 
TECHNOLOGY  & TRENDS  ’83” 


— Modern  Anesthesiology: 

Brain  Oxygen  Sensor  Equipment 

— In  Vitro  Fertilization 

— Nuclear  Magnetic  Resonance  imaging 

— Organ  Transplants 


. . . and  more 

Watch  for  program  and  registration  materiais 
coming  soon  .... 
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Technological  Advances  Make 
1982  Notable  Year  in  Medicine 

The  impact  that  technology  has  made  on  the 
art  of  medicine  took  a leap  forward  in  1982  as 
new  methods  of  looking  inside  the  human  body 
and  healing  its  ailing  parts  came  out  of  the 
laboratory  and  into  the  hands  of  the  physicians. 

Here  are  some  of  the  events  in  medicine  that 
made  1982  a notable  year: 

Artificial  heart.  The  surgery  to  implant  the 
polyurethane  plastic  and  alumninum  Jarvik-7 
heart  into  Barney  Clark  began  late  on  the  night 
of  December  1,  but  it  was  not  until  early  the 
next  day  that  the  mechanical  pump  was  em- 
powered by  compressed  air  to  support  a human 
life . The  historic  event  came  one  day  short  of  the 
fifteenth  anniversary  of  the  first  human  heart 
transplantation. 

Nuclear  magnetic  resonance  (NMR).  This 
technology  and  the  machinery  designed  to 
apply  it  have  the  potential  to  revoluntionize  the 
way  physicians  look  inside  the  body.  NMR 
works  with  magnets  instead  of  X-rays, 
eliminating  the  need  for  injected  contrast  dyes 
and  radioactive  solutions  on  which  older  diag- 
nostic techniques  depend. 

The  images  are  similar  to  those  made  by  CAT 
scanners,  in  the  sense  that  they  are  assembled 
with  the  aid  of  a computer  and  represent  a 
cross-sectional  view  through  an  organ  or  an 
area  of  the  body.  But  the  similarity  ends  there; 
NMR  is  capable  of  displaying  a kind  of  bio- 
chemical blueprint  of  cellular  activity  as  well  as 
pictures  that  are  sharper  and  more  detailed 
than  those  produced  by  a CAT  scanner. 

Medical  lasers.  Lasers  continue  to  make  in- 
roads to  areas  of  the  body  where  only  the  scalpel 
went  before.  Brain  surgeons  have  used  them  to 
excise  tumors;  dermatologists  focus  the  light- 
knife  beams  to  eradicate  skin  cancer;  and 
gynecologists  have  found  lasers  useful  in  treat- 
ing diseases  of  the  female  genital  tract. 

On  the  forefront  of  laser  technology  is  the 
laserscope,  in  which  light  is  transmitted 
through  fiberoptics  in  a small  flexible  tube.  In 
laboratory  experiments,  a multi-channel  cathe- 
ter — with  a laser  beamed  through  one  channel 
— is  being  tested  as  a way  to  vaporize  clotted 
material  in  the  arteries  that  feed  the  heart. 

Streptokinase.  This  clot-dissolving  enzyme 
was  approved  by  the  Food  and  Drug  Adminis- 
tration in  1982  for  use  in  treating  heart  attacks. 
Given  to  appropriate  patients  in  the  early 
stages  of  a heart  attack,  the  drug  holds  the 


potential  for  restoring  circulation  to  a choked- 
off  section  of  heart  muscle  and  for  preserving 
the  vitality  of  the  cells  that  otherwise  would  die . 

Cyclosporin.  Much  of  the  credit  for  the  im- 
provement in  survival  after  organ  transplanta- 
tion — and  for  the  resurgence  of  trans- 
plantation surgery,  belongs  to  this  drug,  which 
was  originally  isolated  from  fungi  in  soil  sam- 
ples from  Wisconsin  and  Norway.  Cyclosporin 
suppresses  production  of  the  T-lymphocytes 
that  lead  the  body’s  attack  against  foreign  tis- 
sue. 

Synthetic  human  interferon.  Gene- 
splicing techniques  have  made  possible 
the  production  of  what  promises  to  be  an  ample 
supply  of  interferon.  In  early  clinical  use,  the 
synthetic  variety  has  shown  anticancer  activity 
in  patients  with  non-Hodgkin’s  lymphoma, 
breast  cancer,  chronic  lymphocytic  leukemia, 
Hodgkin’s  disease,  and  melanoma. 

Synthetic  interferon  has  been  produced  by  a 
laboratory  strain  of  Escherichia  coli  that  was 
engineered  to  contain  the  human  gene  govern- 
ing production  of  interferon.  As  it  divides  and 
redivides,  each  bacterium  serves  as  an  inter- 
feron factory,  manufacturing  interferon  that  is 
identical  in  structure  and  biologic  activity  to 
that  produced  by  human  white  blood  cells.  □ 


ASIM  Program  Seeks  to  Help 
Unemployed  Get  Medical  Care 

The  American  Society  of  Internal  Medicine 
(ASIM)  has  initiated  a project  to  help  unem- 
ployed workers  continue  receiving  medical 
care  from  their  personal  physicians.  The  pro- 
ject grew  out  of  concern  for  millions  of 
Americans  who  have  lost  their  health  insur- 
ance benefits  because  of  temporary  unem- 
ployment and  who  are  unable  to  afford  neces- 
sary medical  care. 
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news 

The  first  step  in  the  project  is  based  on 
ASIM’s  belief  that  caring  for  unemployed 
workers  can  best  be  done  in  the  traditional 
way  — in  the  fee-for-service,  private-sector 
arena  where  the  majority  of  medical  care  is 
and  will  continue  to  be  given.  While  referral 
networks  and  charitable  clinics  are  partial 
solutions,  ASIM  believes  that,  whenever  pos- 
sible, personal  physicians  should  continue  to 
care  for  temporarily  unemployed  patients,  re- 
gardless of  their  ability  to  pay. 

ASIM  has  prepared  a sample  letter  for 
internists  to  adapt  and  distribute  to  their  pa- 
tients, expressing  concern  about  any 
economic  hardship  they  may  be  experiencing 
and  assuring  patients  that  they  can  continue 
to  receive  care  from  their  personal  physician. 
ASIM  also  is  urging  internists  to  act  as 
catalysts  and  to  initiate  discussions  with 
local  hospitals  and  medical  societies  to  ex- 
plore ways  to  provide  back-up  programs  to 
care  for  those  who  do  not  have  a personal 
physician  or  access  to  one. 

The  goal  of  these  efforts  is  to  help  keep  pa- 
tients from  deferring  or  discontinuing  neces- 
sary care  or  seeking  care  from  "strangers”  in 
expensive  hospital  emergency  rooms  or  other 
settings.  □ 


Trustees  Elect  18  Physicians 
As  Association  Life  Members 

Eighteen  Oklahoma  physicians  were 
awarded  Life  Memberships  in  the  Oklahoma 
State  Medical  Association  (OSMA)  by  the 
OSMA  Board  of  Trustees  at  trustee  meetings 
in  September  and  November  1982.  The  new 
Life  Members  are: 

Edward  W.  Bank,  MD,  Enid 

Harry  L.  Deupree,  MD,  Oklahoma  City 

Eugene  M.  Henry,  MD,  Muskogee 

Byron  C.  Hollenback,  MD,  Altus 

Robert  P.  Holt,  MD,  Oklahoma  City 

Camp  S.  Huntington,  MD,  Bartlesville 

Alwyn  T.  Kornblee,  MD,  Tulsa 

Otis  S.  Lee,  MD,  Tulsa 

Herbert  A.  Masters,  MD,  Tahlequah 

Robert  P.  Messinger,  MD,  Oklahoma  City 

Waldo  B.  Newell,  Jr.,  MD,  Enid 

George  L.  Norris,  MD,  Bartlesville 


Don  H.  O’Donoghue,  MD,  Oklahoma  City 
Earl  M.  Robinson,  MD,  Enid 
Gerald  Rogers,  MD,  Oklahoma  City 
Robert  M.  Shepard,  Jr.,  MD,  Tulsa 
Joseph  J.  Smith,  MD,  Shattuck 
Dale  E.  Van  Wormer,  MD,  Tulsa 
To  be  eligible  for  OSMA  Life  Membership, 
a physician  must  be  a member  in  good  stand- 
ing of  the  association  and  must  meet  one  or 
more  of  the  following  criteria:  (a)  be  retired 
from  the  active  practice  of  medicine  because 
of  ill  health  or  age;  (b)  be  engaged  in  the  ac- 
tive practice  of  medicine  for  50  or  more  years; 
(c)  be  70  years  of  age.  □ 


Doctoral  Students  Requested 
To  Apply  for  Research  Grants 

Doctoral  students  whose  dissertations  ad- 
dress critical  issues  and  problems  in  health  ser- 
vices delivery  are  invited  to  apply  for  research 
grants  from  the  National  Center  for  Health 
Services  Research  (NCHSR). 

Applications  will  be  accepted  until  March  1, 
1983,  from  doctoral  candidates  undertaking 
studies  on  the  organization,  delivery,  and 
financing  of  health  services.  Applicants  must 
have  completed  all  but  the  dissertation  re- 
quirement and  must  be  enrolled  in  a doctoral 
program  in  the  medical,  social,  management,  or 
health  sciences. 

Each  NCHSR  grant  for  dissertation  research 
is  limited  to  $20,000  in  total  direct  costs,  which 
may  not  be  applied  to  tuition  or  fees.  Funding 
decisions  will  be  made  by  June  1983. 

NCHSR  sponsors  doctoral  dissertation  re- 
search to  stimulate  innovative  studies  on  cur- 
rent issues  and  problems  in  health  services  de- 
livery and  to  encourage  new  health  services 
researchers.  Funding  is  provided  as  part  of 
NCHSR’s  research  program,  which  is  the  major 
source  of  federal  support  for  general  research  on 
problems  related  to  the  quality  and  delivery  of 
health  services.  NCHSR  is  part  of  the  US  Public 
Health  Service. 

Application  procedures  are  described  in 
"NCHSR  Program  Solicitation:  Grants  for 
Health  Services  Research  Dissertations,  1983” 
(PHS)  83-3337.  The  brochure  and  application 
materials  are  available  from  the  Grants  Review 
Branch  (Dissertations),  NCHSR,  Room  7-50A, 
Center  Building,  3700  East-West  Highway, 
Hyattsville,  Maryland  20782,(301)  436-6920. □ 
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*‘Our  Elizabeth,  Harold, 
Janie  and  Dewitt  work 
for  your  OSMA** 


Meet  the  personal  service  specialists  of  C.L.  Prates  and  Company 
whose  workaday  mission  is  helping  members  of  the  Oklahoma 
State  Medical  Association  to  develop  or  perfect  their  insurance 
portfolios.  They  are  Elizabeth  Young,  Harold  Wardlow,  Janie 
Griffith  and  Dewitt  Vann. 


Janie’s  team  is  authorized  by  your  OSMA  to  represent  its 
endorsed  group  insurance  programs  to  the  medical 
profession  — and  they  do  it  with  a polite,  low-key 
professionalism  befitting  the  clientele  they  serve. 


There’s  PLICO  HEALTH  and  its  Dental  Care 
and  Medicare  supplements,  plus  your  associa- 
tion’s sponsored  disabilify  income,  office 
overhead  expense  and  other  group  plans. 
Beyond  these  specific  programs,  the  insurance 
help  you  can  expect  from  our  people  is 
global.  That’s  because  our  OSMA  service 
specialists  are  backed  up  by  more  than 
70  other  C.L.  Prates  professionals  — and 
by  the  expertise  of  an  insurance  agency 
which  has  served  state  and  national 
accounts  well  for  the  past  53  years. 

We’re  proud  of  our  record  of  retain- 
ing 90%  of  the  business  we  have 
ever  sold. 


Janie’s  group  has  a collective  back- 
ground of  over  50  years’  of 
multi-line  insurance  experience, 
and  they  sincerely  want  to  be 
helpful  to  OSMA  members. 


You’re  just  a phone  call  away  from 
an  appointment  with  one  of  our 
OSMA  service  agents.  They’ll  be 
prompt  to  respond  and  respectful 
of  your  valuable  time. 


C.L.  FRATES 

AND  COMPANY,  INC. 

Insurance  Counselors  to  the  OSMA 
Box  18839 
Oklahoma  City  73154 
405/848-7661 


! 


OKLAHOMA 


COLLECTION  SPECIALISTS  IN  PAST-DUE 
ACCOUNTS 


TULSA 

ADJUSTMENT 
BUREAU,  INC. 

1754  Utica  Square  TULSA,  OKLAHOMA 
(918)  749-1481 

Toll  Free  in  Oklahoma 
1-800-722-2703 


56 


Oklahoma  State  Medical  Association 


Deaths 


In  Memoriam 


HAROLD  T.  BAUGH,  MD 
1899  - 1982 

Harold  T.  Baugh,  MD,  a Meeker  gen- 
eral practitioner  since  1945,  died  in  Ok- 
lahoma City  on  December  28.  Born  in 
Clifton,  Dr  Baugh  was  graduated  from 
the  University  of  Oklahoma  College  of 
Medicine  in  1930.  He  served  as  a mis- 
sionary in  Korea  from  1931  to  1941.  He 
was  the  son  of  the  late  John  H.  Baugh, 
MD,  Meeker’s  first  physician.  Dr  Baugh 
was  a member  of  the  board  of  directors 
of  the  American  Lung  Association  of 
Oklahoma  and  a Life  Member  of  the 
OSMA. 

FRED  C.  BUFFINGTON,  MD 
1911  - 1983 

Fred  C.  Buffington,  MD,  Norman 
physician  for  many  years,  died  January 
4.  Born  in  Houston,  Texas,  Dr  Buffing- 
ton was  graduated  from  the  University 
of  Oklahoma  College  of  Medicine  in 
1935.  His  practice  was  established  in 
Norman  immediately  following  his  in- 
ternship in  Wisconsin.  Last  year,  the 
OSMA  awarded  Dr  Buffington  a Life 
Membership. 

DEWEY  K.  RHEA,  MD 
1931-1983 

Dewey  K.  Rhea,  MD,  51-year-old 
Stigler  physician,  died  in  Joplin,  MO, 
January  3.  Born  in  Corbin,  KY,  Dr 
Rhea  was  graduated  from  the  Univer- 
sity of  Arkansas  School  of  Medicine  in 
1963.  His  practice  was  established  in 
Stigler  in  1965. 

BERGET  H.  BLOCKSOM,  MD 
1907  - 1982 

Retired  Tulsa  urologist,  Berget  H. 
Blocksom,  MD,  died  December  26,  1982. 
A native  of  St  Louis,  Dr  Blocksom  had 
resided  in  Tulsa  since  1945.  He  was 
graduated  from  Duke  University 
School  of  Medicine  in  1934.  During 
World  War  II  he  served  with  the  US 
Medical  Corps.  A Fellow  of  the  Ameri- 
can College  of  Surgeons,  Dr  Blocksom 
was  also  a Life  Member  of  the  Okla- 
homa State  Medical  Association.  □ 
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1982 

Joseph  F.  Messenbaugh,  MD 

March  12 

James  Russell  Kreger,  MD 

April  3 

Boyd  Vance  Lucas,  MD 

April  9 

Carlton  E.  Smith,  MD 

April  23 

Ella  H.  Murray,  MD 

May  3 

Loyd  G.  Williams,  MD 

May  15 

A.  A.  Walker,  MD 

July 

Wesley  Russell  Mote,  MD 

July  24 

Thomas  H.  Fair,  MD 

August  15 

Clyde  E.  Harris,  MD 

September  1 

Tillman  A.  Ragan,  MD 

September  5 

Floyd  T.  Hubbard,  MD 

September  23 

William  A.  Eastland,  MD 

October  3 

William  J.  Craig,  MD 

October  19 

William  M.  Wood,  MD 

October  30 

Hugh  C.  Graham,  Sr.,  MD 

November  11 

John  David  Wilson,  MD 

November  11 

Clinton  Gallaher,  MD 

November  15 

Bert  F.  Keltz,  MD 

November  30 

Berget  H.  Blocksom,  MD 

December  26 

Harold  T.  Baugh,  MD 

December  28 

1983 

Fred  C.  Buffington,  MD 

January  4 

Dewey  K.  Rhea,  MD 

January  3 

Wilshire  Garden 
Office  Park 


T 


Luxury  office  space  designed  with  professional 
tenants  in  mind.  Single  office  to  7000  sq.  ft. 
building  with  reception  service  available.  Im- 
mediate occupancy  or  custom  finish  to  your 
requirements.  Easy  and  quick  access  to  hospi- 
tals. 

Luke  Rodgers  Call  848-2055 

Ted  Rodgers  or  364-2920 

425  W.  Wilshire 
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news 

Black  Lung  Program  Urges 
Doctors  to  Take  Assignments 

Oklahoma  physicians  who  provide  medical 
care  to  victims  of  black  lung  disease  are 
being  asked  by  the  Federal  Black  Lung  Pro- 
gram to  accept  assignment  of  benefits  and  to 
bill  the  program  directly  in  order  to  assist  el- 
derly and  disabled  patients. 

The  Federal  Black  Lung  Program  is  a 
workmen’s  compensation  program  created  by 
the  Federal  Mine  Safety  and  Health  Act  of 
1969.  As  such,  it  is  the  primary  payer  for 
medical  treatment  of  black  lung  and  as- 
sociated disorders. 

In  Oklahoma  there  are  more  than  1,300  re- 
tired miners  receiving  federal  black  lung 
benefits;  the  majority  reside  in  LeFlore,  Has- 
kell, Latimer,  Okmulgee,  Pittsburg,  and 
Tulsa  counties.  In  some  areas  physicians 
have  declined  to  accept  assignment  from  the 
program  or  have  automatically  billed  other 
insurance  carriers.  This  has  created  a prob- 
lem for  beneficiaries  who  often  are  quite  el- 
derly and  are  unable  to  bill  the  program 
themselves. 


The  black  lung  program  has  streamlined 
its  reimbursement  procedures;  claims  are 
now  processed  through  an  automated  system. 
The  new  system,  developed  by  Electronic 
Data  Systems  (EDS),  is  far  more  efficient 
than  the  old  one  and  promises  a turnaround 
time  commensurate  with  other  insurance  car- 
riers. 

To  simplify  the  billing  process,  the  program 
now  requires  the  use  of  nationally  recognized 
billing  forms  (the  UB  82  for  inpatient  bills 
and  the  HCFA  1500  for  outpatient  charges). 
Bills  should  be  submitted  with  ICD-9-CM 
Diagnosis  and  CPT  IV  Procedure  coding. 
Complete  instructions  are  contained  in  the 
Provider  Manual  issued  recently  with  new 
provider  numbers. 

All  bills  should  be  sent  to  the  new  billing 
address:  The  Federal  Black  Lung  Program, 

PO  Box  34915,  West  Bethesda,  Maryland 
20817. 

Billing  assistance  is  available  to  physi- 
cians through  a toll-free  WATS  line 
(1-800-638-7072)  and  through  provider  rela- 
tions field  representatives.  The  provider  rep- 
resentative for  Oklahoma  is  Susan  Smith, 
who  can  be  reached  through  the  toll-free 
number  or  at  (301)  234-6243.  □ i 


Pension 


Itants,  Inc. 


THE  PROFESSIONAL  TEAM 
WITH  A PENSION  FOR  PROFITS 

PROGRAMS  AIMED  AT  NOT  ONLY  ACCUMULATING  • BUT  PRESERVING  YOUR  CAPITAL 


TAX  PLANNING 
ESTATE  PLANNING 


FINANCIAL  PLANNING 
PENSION  PLANNING 


ACCOUNTING  SERVICES 
ACTUARIAL  SERVICES 


ALL  SERVICES  ARE  FEE  BASED 

3113  CLASSEN  BLVD  OKLAHOMA  CITX  OKLAHOMA  73 1 1 8 (405)  52 1-80)6 
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Oklahoma  State  Medical  Association 


/outH#c 
Padre 
l/land 


luxury  condominiums 

VilladelSol 


• Low  Investment 

• Good  Tax  Shelter 

• Excellent  Appreciation 


CSI  Properties 

(214)  386-6381 
Call  Collect 


Book  Reviews 


Davison  of  Duke:  His  Reminiscences. 
Edited  by  Jay  M.  Arena  and  John  P. 
McGovern.  Durham,  NC:  Duke  University 
Medical  Center,  1980.  Pages  283,  illustrated, 
$25.00. 

This  is  the  story  of  Wilburt  Cornell  Davison, 
first  dean  and  pediatrician  at  Duke  University 
School  of  Medicine.  These  reminiscences  have 
been  assembled  and  edited  by  two  students  of 
Davison,  Doctors  Jay  M.  Arena  and  John  P. 
McGovern.  In  addition  to  the  reminiscences 
they  have  assembled  approximately  100  pages 
of  correspondence  (primarily  between  Davison 
and  the  editors),  obituaries  and  testimonials. 

Davison,  the  son  of  a Methodist  minister, 
was  born  in  Michigan,  April  28,  1892  but,  after 
the  age  of  five  years,  grew  up  on  Long  Island, 
New  York.  He  entered  Princeton  in  1909 
where  he  was  an  excellent  student  and  a var- 
sity athlete.  He  was  awarded  a Rhodes  schol- 
arship and  spent  from  1913  to  1916  at  Oxford. 


While  there,  he  was  advised  about  his  studies 
by  William  Osier.  Osier  also  guided  his  clinical 
work  at  the  Radcliffe  Infirmary.  Upon  Osier’s 
recommendation,  Davison  was  admitted  as  a 
fourth  year  student  at  Johns  Hopkins  Medical 
School  in  1916.  Davison  was  impressed  by  Pro- 
fessor John  Howland  at  Hopkins  and  decided  to 
become  a pediatrician.  However,  his  training 
was  interrupted  by  World  War  I;  he  served  as  a 
medical  officer  from  1917-1919  in  Europe. 

Upon  his  discharge  from  military  service,  he 
returned  to  Baltimore  to  complete  his  pediatric 
house  staff  training  at  the  Harriet  Lane,  home 
of  Johns  Hopkins.  Here  he  was  exposed  to  some 
of  the  leaders  of  American  pediatrics.  Davison 
subsequently  became  a member  of  Hopkins’ 
faculty  and  an  assistant  dean  under  Lewis  H. 
Weed.  In  1924  he  was  appointed  Dean  and  Pro- 
fessor of  Pediatrics  at  the  newly  established 
Duke  University  Medical  School  in  Durham, 
North  Carolina.  Here  he  was  to  remain  until 
his  death. 
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news 

The  story  of  the  years  at  Durham  provide  not 
only  much  interesting  and  valuable  informa- 
tion about  Dr  Davison  but  also  about  Duke 
University.  It  recounts  many  scenes  from  the 
developmental  years  of  Duke,  including  the 
method  and  style  of  the  buildings,  recruitment 
of  faculty,  establishment  of  laboratories  and 
the  library.  There  are  also  accounts  of 
Davison’s  relationship  with  various  adminis- 
trative officials  at  Duke  including  university 
presidents,  hospital  administrators  and  others. 

As  Davison  had  come  from  Johns  Hopkins, 
he  had  been  thoroughly  indoctrinated  in  re- 
search activity.  He  attempted  to  combine  his 
interest  in  investigation  with  the  Duke  En- 
dowment provision  to  produce  practitioners  of 
high  qualities  for  the  Carolinas.  Most  of  his 
residents  entered  private  practice. 

Davison  was  a wit  and  a student  of  humor. 
There  are  innumerable  stories  about  his  vari- 
ous experiences  which  are  interlaced  with  hu- 
mor. His  favorite  place  was  his  summer  home 
at  Roaring  Gap,  North  Carolina,  146  miles 
from  Durham.  There  are  numerous  stories 
about  his  attempts  at  various  avocations,  his 
efforts  to  skirt  prohibition  and  others. 

Davison  enjoyed  history;  he  became  the  med- 
ical center’s  first  historian  and  initiated  its 
book  collection  in  medical  history. 

These  Reminiscences  make  good  reading  for 
anyone  interested  in  Pediatrics,  in  Davison 
and  in  the  history  of  Duke  University. 
Davison’s  vital  role  in  building  Duke  Medical 
Center  comes  through  clearly. 

Harris  D.  Riley,  Jr.,  MD 

Getting  Better:  A Medical  Student’s  Story. 
By  Kenneth  Klein.  Boston:  Little,  Brown  & 
Co.,  1981.  Pages  284,  $12.95. 

This  is  the  story  of  the  author’s  sojourn 
through  Harvard  Medical  School.  Kenneth 
Klein  writes  that  he  had  not  wanted  to  be  a 
physician  when  he  enrolled  at  Harvard  Col- 
lege; his  initial  intention  was  to  major  in 
chemistry  or  psychology.  However,  the  advice 
of  a professor  that  medical  school  was  a good 
grounding  for  someone  who  wanted  to  do  re- 
search in  neurophysiology  led  him  to  apply  for 
admission  to  medical  school. 
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Getting  Better  recounts  the  events  of  those 
four  years.  It  is  a month-by-month  and  year- 
by-year  account.  It  begins  with  certain  pre- 
medical conflicts  and  ends  with  internship- 
matching day.  In  the  introductory  portion,  the 
reader’s  interest  is  captured  by  the  description 
of  an  episode  at  the  City  Hospital  when  the 
author  was  a third-year  student  and  involved 
with  a patient  with  a serious  head  injury  who 
died.  He  then  takes  us  on  a tour,  beginning 
with  the  basic  science  courses,  which  is  accom- 
panied by  the  universal  impatience  to  "learn 
medicine,”  and  then  through  introductory 
courses  to  clinical  medicine.  Klein  is  an  enter- 
taining guide  to  the  exciting,  arduous  journey 
every  medical  student  must  undertake  on  the 
way  to  becoming  a physician. 

Following  the  preclinical  years,  he  takes  us 
through  clerkships  in  obstetrics  and  gynecol- 
ogy, surgery,  internal  medicine,  pediatrics, 
and  various  sub-specialty  rotations.  Bleak 
moments  are  balanced  by  happy  ones.  With 
humor  and  humility  Klein  chronicles  his  four 
year  transformation  from  an  "ordinary”  young 
man  into  someone  on  the  verge  of  becoming  a 
competent  physician.  Two  attitudes  dominate, 
however;  his  lack  of  confidence,  and  death. 
Many  pages  are  devoted  to  death  — the  fre- 
quency which  he  encountered  it  during  school, 
the  overriding  fear  that  his  lack  of  skill  may 
have  contributed  to  the  death  of  a person  who 
otherwise  might  have  lived,  and  the  gnawing 
anxiety  that  his  ability  would  not  prove  up  to 
the  task  of  saving  lives.  For  physicians  who 
have  been  through  the  journey  that  Klein  de- 
scribes, there  is  much  that  is  familiar.  On  the 
other  hand  some  scenes  are  rather  contrived. 
Based  on  Klein’s  description  of  it,  one  cannot 
help  but  raise  certain  questions  about  the 
rationale  of  at  least  portions  of  the  medical 
curriculum. 

During  his  fourth  year,  his  happen-chance 
presence  at  the  scene  of  an  automobile  accident 
was  crucial  in  making  possible  the  recovery  of 
the  injured  victim.  His  confidence  thus  bol- 
stered, at  book’s  end  he  enthusiastically  con- 
templates internship  and  a new  life  in  the 
west. 

Dr  Klein  is  now  a fellow  in  gastroenterology 
and  instructor  in  medicine  at  the  University  of 
Oregon  Medical  Center.  The  book  is  written  in 
a personal  fashion,  and  much  of  it  is  anecdotal. 
It  is  an  entertaining  chronicle. 

Harris  D.  Riley,  Jr.,  MD 
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The  Children’s  Ward.  By  Howard  L.  Weiner. 
New  York:  G.  P.  Putnam,  1980.  Pages  264. 
Price  $11.95. 

This  is  a novel  which  chronicles  a week  in 
the  life  of  a resident  in  pediatric  neurology 
(Alex  Licata)  at  a children’s  medical  center.  As 
a broader  background  it  paints  a picture  of 
academic  medicine  within  this  clinical  context. 
As  the  title  suggests,  the  story  revolves  around 
a children’s  ward  in  the  hospital  and  a small 
number  of  patients  with  various  neurological 
disorders.  The  cast  of  characters  include  medi- 
cal students,  nurses,  house  officers,  fellows, 
full-time  faculty,  practicing  physicians  and 
visiting  professors. 

The  author,  an  associate  professor  of  neu- 
rology at  Harvard  Medical  School,  is  well- 
versed  in  his  subject  and  obviously  has  been  at 
the  scene  himself. 

The  action  is  fast-moving  and  there  are  both 
good  and  shabby  moments.  The  professional 
and  personal  life  of  the  central  figure  is  in  up- 


heaval throughout  the  story.  In  addition  to  the 
daily  crises  of  his  patients,  he  is  faced  with 
choosing  between  the  lucrative  world  of  pri- 
vate practice  and  that  of  academic  medicine, 
between  his  wife  and  family  and  his  attrac- 
tions to  another  girl,  and  certain  knotty  other 
quandaries. 

There  are  some  features  which  do  not  quite 
ring  true.  In  view  of  the  author’s  background, 
it  is  to  be  expected  that  neurology  would  oc- 
cupy the  dominant  role.  However,  the  role 
played  by  certain  major  services  is  surprisingly 
superficial  and  in  some  cases  quite  unrealistic. 
In  most  children’s  medical  centers  neurology  is 
not  a primary  but  a consulting  service.  There 
are  certain  technical  errors  in  the  medical  de- 
scriptions and  the  discussion  of  some  day-to- 
day  occurrences  is  somewhat  sophomoric. 

Anyone  with  an  interest  in  medicine  will 
find  the  story  interesting.  The  characters  are 
familiar  to  us  all.  One  can  only  wish  they  had 
more  depth  and  that  the  portrayal  of  academic 
life  was  more  realistic.  Hams  Z).  Riley,  Jr.,  MD 


A Child’s  Future 
Is  Too  Valuable 
To  Throw 
Away . . . 


Equal  Opportunity 
Employer 

Raphael  Center  Hospital 

The  Raphael  Center  Hospital  is  a new.  private,  comprehensive,  psychiatric 
inpatient  facility  designed  and  planned  specifically  for  children,  adolescents,  and 
young  adults,  who  are  experiencing  severe  emotional  and  behavioral  difficulty 
requiring  treatment,  schooling,  and  therapeutic  activities.  The  Raphael  Center 
provides  short  term  evaluation  and  treatment  as  well  as  long  term  care  given  by  a 
multi-disciplinary  professional  team  consisting  of  a psychiatrist,  child 
psychiatrists,  social  workers,  nurses,  teachers,  and  activity  therapists. 

For  more  information  contact  its  Director  of  Admissions. 

We  admit  patients  without  regard  to 
race,  color,  or  national  origin. 

A Non  Discriminatory  Facility 

Raphael  Center  Hospital 

Ashland  & Prewitt 
Nevada,  MO  64772 
Phone:  417-667-2666 


Miscellaneous  Advertisements 


FOR  SALE:  Hamilton  examining  tables  and 
matching  cabinets;  one  adult,  two  peds  with 
built-in  scales;  good  condition.  Assistant 
chairs,  reception  furniture.  Nancy  Craig,  MD, 
PO  Box  18427,  Oklahoma  City,  OK  73154. 


FOR  SALE:  Office  furniture  and  equipment: 
three  examining  tables,  two  utility  cabinets, 
one  pediatric  table  with  weight  and  measure- 
ment scale,  two  physician’s  scales,  one  stain- 
less steel  utility  cart,  two  gooseneck  lamps, 
unimeter-300,  centrifuge,  Redacrit  centrifuge, 
ECG,  autoclave,  and  miscellaneous  items.  P. 
A.  MacKercher,  MD,  PO  Box  1110,  Ponca  City, 
OK  74602.  Phone  (405)  765-3359.  After  5:00 
PM,  (405)  765-3871.  □ 
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Pinworms  work 
the  night  shift 


Artist’s  interpretation: 

The  nocturnal  egg-laying  of  the 
female  pinworm  causes  acute 
perianal  itch. . .making  children 
shift  sleeplessly  through  the  night. 


/ ^ 


Put  pinworms 
out  of  work... 


Promptly  paralyzes 
inworms  and  roundworms 

Lntiminth®  (pyrantel  pamoate) 
as  a unique,  rapid  immobilizing 
ffect  on  worms.  Unlike  meben- 
azole,  which  blocks  glucose 
ptake — slowly  “starving” 
elminths  to  death — Antiminth 
uickly  acts  on  the  neuro- 
luscular  junction  to  promptly 
aralyze  parasites. 

97%  efficacy 
with  a single  dose 

L single  dose  of  Antiminth 
elivers  rapid  clinical  and  parasi- 
ological  cures,  “Single  doses. . . 
howed  high  overall  efficacy 
gainst  Enterobius  vermicularis 
97.2%)  and  Ascaris 
umbricoides  (97.5%).”^ 

Simple, 

well  tolerated  therapy 

Vntiminth  offers  ease  of  adminis- 
ration  and  patient  tolerance. 

‘. . . when  compared  to  the  other 
single  dose  agents  available, 
Antiminth]  has  the  advantage  of 
)eing  non-staining  and  may  be 
)etter  tolerated.”^ 

The  dosage  form 
children  like 

\ntiminth  is  available  as  a pleas- 
mt  tasting,  caramel-flavored 
)ral  suspension.  Effective  in  just 


one  dose  against  pinworm  and 
roundworm — in  both  children 
and  adults — Antiminth  is  easy- 
to-administer  and  easy-to-take. 

Respected 

around-the-world 

In  some  parts  of  the  world,  large 
populations  are  afflicted  with 
helminthic  infections.  Physicians 
in  endemic  areas  have  become 
experts  on  parasitic  diseases — 
and  have  come  to  rely  on  Anti- 
minth for  the  rapid  cure  of  infes- 
tations. Antiminth  is  recom- 
mended as  an  agent  of  first  choice 
for  pinworm  and  roundworm  by 
leading  medical  authorities.^ 


Warnings 

Usage  in  Pregnancy  Reproduction  studies 
have  been  performed  in  animals  and  there  was 
no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who 
have  received  this  drug. 

The  drug  has  not  been  extensively  studied  in 
children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be 
considered. 

Precautions 

Minor  transient  elevations  of  SCOT 

have  occurred  in  a small  percentage  of  patients. 

Therefore,  this  drug  should  be  used 

with  caution  in  patients  with  pre-existing  liver 

dysfunction. 

Adverse  Reactions 

The  most  frequently  encountered  adverse  reac- 
tions are  related  to  the  gastrointestinal  system. 
Gastrointestinal  and  hepatic  reactions:  anorexia, 
nausea,  vomiting,  gastralgia,  abdominal  cramps, 
diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions;  rashes. 
Dosage  and  Administration 
Children  and  Adults  Antiminth  Oral  Suspen- 
sion (50  mg  of  pyrantel  base/ml)  should  be 
administered  in  a single  dose  of  11  mg  of  pyran- 
tel base  per  kg  of  body  weight  (or  5 mg/lb. ); 
maximum  total  dose  1 gram.  This  corresponds 
to  a simplified  dosage  regimen  of  1 ml  of 
Antiminth  per  10  lb.  of  body  weight.  (One 
teaspoonful  = 5 ml. ) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension 
may  be  administered  without  regard  to  ingestion 
of  food  or  time  of  day,  and  purging  is  not  neces- 
sary prior  to,  during,  or  after  therapy.  It  may  be 
taken  with  milk  or  fruit  juices. 

References  1.  Pitts  NE,  Migliardi  JR:  Clinical 
Pediatrics  13:87,  1974.  2.  Modell  W:  Drugs  of 
Choice  1980-1981.  C.  V.  Mosby  Co.,  St.  Louis, 
1980,  p.  362.  3.  Goodman  LS,  Gilman  A:  The 
Pharmacologic  Basis  of  Therapeutics,  6th 
edition,  MacMillan  Publishing  Co. , Inc. , New 
York.  1980,  p.  1032. 
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Prescribe  A|%fj|Mj|%tkrSuspension 

H VIHH  H IHH  H VIH  H so  mg  pyrantel  base/ml 

“ “ (pyrantel  pamoate) 

Cures  pinworm  and  roundworm  fast.. .with  a single  dose 


An  added  complication... 
in  the  treatment  of  bacteriai  bronchitis* 


Briel  Summary.  Consull  Ihe  package  literature  for  prescribing 
information. 

Indications  and  Usage;  Ceclor*  (cefador.  Lilly}  is  indicated  in  the 
ireaimeni  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Strepiococajs  pneumoniae (Dipiococcus  pneumoniae).  Haemophilus 
mtloenzae.  and  5 pyogenes  (group  A beta-hemofytic  streptococo) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiobcs 
Warnings;  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Cedor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spedrum  antibiotics  (induding  macrotides,  semisynthetic 
penicillins,  and  cephalo^onns):  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  assoaation  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
iife-ihreaiening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  dostndia  Studies 
indicate  that  a toxin  produced  by  Oosiripium  Otfridle  is  one  primary 
cause  of  antioiotic-assooated  colihs 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  indude  sigmoidoscopy,  appropriate  bactenologic  studies,  and 
fluid,  eiedroiyie.  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomyan  is  the  drug  of  choice  for  antibiotic- 
assooated  pseudomembranous  colitis  produced  by  C pitfiafe  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Cedor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  ot  Cedor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermlection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antigiobulin  tests  are 
performed  on  the  minor  side  or  m Coombs'  testing  of  newborns 
w^ose  mothers  have  received  cephalosporin  antibiotics  before 
pariurrhon.  if  should  be  recognized  that  a posiirve  Coombs  test  may 
be  due  to  the  drug 

Cedor  should  be  administered  with  caution  in  the  presence  ot 
markedly  impaired  renal  function  Under  such  conditions,  careful 
dinicai  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a faise-positrve  reaction  for 
glucose  m the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg  s solutions  and  also  with  Cimriest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 
Broad-spect'um  antibiotics  should  be  prescribed  with  caution  m 
individuals  with  a history  ot  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy— Pregnancy  Category  B — Reproduction 
studies  have  been  performed  m mice  and  rats  at  doses  up  to  12  limes 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  feriHity  or  harm  to 
the  fetus  due  to  Cedor  There  are.  however,  no  adeouate  and 
well-controlled  studies  m pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response 
this  drug  should  be  used  during  pregnancy  only  if  dearty  needed 
Nursmg  Mothers — Small  amounts  of  C^or  have  been  detected  m 
rriother  s milk  following  administrabon  of  single  500-mg  doses 
Average  levels  wereO  18.  0 20.  0 21.  and  0 16  meg  mi  at  two.  three, 
tour,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Cefoclor 

Pulvuies®,  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  Influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  ^ pyogenes 
(group  A beta-hemolytic  streptococci],  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exerosed  when  Ceclor*  (cefador.  Lilly)  is  administered  to  a nursmg 
woman 

Usage  m Children — Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions;  Adverse  effects  considered  related  to  therapy 
with  Cedor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  m about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  ot  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitfviiy  reactions  have  been  reported  m about  1 5 percent 
of  patients  and  mdude  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  in  less  than  1 in  200 
patients  Cases  ot  serum-sickness-like  reactions  (erythema 
mullitorme  or  Ihe  above  skin  manifestations  accompanied  by 
arthritis  arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Cedor 
Such  reactions  have  been  reported  more  frequently  in  ditidren  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  iniliabon 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  efteds  considered  related  to  therapy  included  eosmophiiia 
(1  in  SO  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 m 100 
patients) 

Causal  Relationship  Uncertajn — Transitory  abnormalities  in  clinical 
laboratory  lest  results  have  been  reported  Although  they  were  ot 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Slight  elevations  of  SCOT.  SGPT.  or  alkaline  phosphatase 
values  (1  m40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  m40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  2001 

I061782R) 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influence  * 

Note  Ceclor  is  contraindicated  m patients  with  known  allergy  to  Ihe 
cephalosporins  and  should  be  given  cautiously  to  peniciilm-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  m the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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Thei^  mmie  to 
ZYLOPRIM  ^ 
than  (allopuiiiKd) 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W,  ” Wo  Sub, " or  'Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Everyone’s  talking 
about  helping  patients 
understand  their 
prescription  medication. . . 


ROCHE 

ME 

MEDICATION 

EDUCATION 


with  your  help, 

Roche  has  been  doing 
something  about  it 

WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
and  mail  to  Professional  Services  Department,  Roche  Laboratories, 
Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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Have  the  new  pension  laws  got  you  down? 

Why  employ  when  you  can  lease? 

Sta//  leasing  will  reduce  \jour  taxes  and  increase  your  net  earnings 


Your  staff  will  enjoy  superior 
employee -benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• \Ne  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 

\ 

Our  staff  leasing  arrangement  is  also  a recognized  solution  for  those  professional 
corporations  which  are  faced  with  the  affiliated  service  group  problems,  under  IRC 
Section  414  (m). 

J 


STAFF  LEASING,  INC. 

The  Employee  Leasing  Company 


IN  OKLAHOMA  CALL 
(405)  943-3310 


IN  TEXAS  CALL 
(214)  343-8682 


POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 

V 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 
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OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES,  INC. 

800  Physicians  Professional  Bldg.  1044  Southwest  44th 
3400  N.W.  Expressway  Suite  #520 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73109 
(405)  946-5641  (405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc  James  M.  Hartsuck,  MD,  Inc 

John  M.  Carey,  MD,  Inc  R.  Darryl  Fisher,  MD,  Inc 

Nazih  Zuhdi,  MD,  Inc  Marvin  D.  Peyton,  MD,  Inc 

William  D.  Hawley,  MD,  Inc 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 
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Oklahoma  State  Medical  Association 


OKLAHOMA  CITY  CLINIC 

Multiple  Specialty  Clinic 

701  Northeast  10th  Street  • Oklahoma  City,  Oklahoma  73104  • Telephone — 271-2700 


INTERNAL  MEDICINE 

RHEUMATOLOGY 

DERMATOLOGY 

W W.  Rucks,  Jr . MD 
William  S.  Pugsley,  MD 

William  T Tatum,  Jr.,  MD 

William  J.  Sahl,  Jr , MD 

Donald  G Preuss,  MD 

OBSTETRICS  AND 

CARDIOVASCULAR- 

Earl  S.  Elliot.  Jr . MD 

GYNECOLOGY 

THORACIC  SURGERY 

Ellison  H.  Witlels,  MD 

John  W.  Records,  MD 

Edward  R.  Munnell,  MD 

CARDIOLOGY 

Schales  L.  Atkinson,  MD 

R.  Nathan  Grantham,  MD 

Roger  D.  Quinn,  MD 

Paul  J.  Kanaly,  MD 

Charles  W.  Cathey,  MD 

Thomas  R.  Bryant,  MD 

Charles  W.  Robinson,  Jr.,  MD 

Ronald  E.  Hempling,  MD 

RADIOLOGY 

Alexander  Poston,  MD 
Thomas  R.  Russell,  MD 
Paul  C.  Houk,  MD 
Stanley  G.  Rockson.  MD 

Laura  L.  Mackie,  MD 

ORTHOPEDIC  SURGERY 

Edwin  R.  Maier,  MD 

Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
J.  Kent  Chesnut,  MD 
Alan  M.  Effron,  MD 

ENDOCRINOLOGY 

J Patrick  Livingston,  MD 

Howard  G.  Daniel,  MD 
Robyn  L Birdwell,  MD 

James  L.  Males.  MD 

OTOLARYNGOLOGY 

Ronald  P Painton,  MD 

Charles  J.  Wine,  MD 

UROLOGY 

GASTROENTEROLOGY 

Joseph  E.  Leohard,  MD 
Willard  B.  Moran,  Jr.,  MD 

Donald  D.  Albers,  MD 
William  F.  Barnes,  MD 

Malcolm  G.  Robinson,  MD 
David  A.  Neumann,  MD 

PEDIATRICS 

CLINICAL  PSYCHOLOGY 

Gretchen  A.  McCoy.  MD 

James  E.  Mays,  Jr.,  MD 

Lucien  D.  Rose.  PhD 

PULMONARY  DISEASE 

Hal  B.  Vorse.  MD 
William  J.  Kruse,  MD 

AMBULATORY  CARE 

William  W.  Cook,  MD 
Mark  Steven  Fixley,  MD 
Steven  R.  Smith,  MD 

Gary  D.  McGann,  MD 
Mickey  E.  Crittenden,  MD 
Donald  L.  Wilber,  MD 

Leslie  A.  Arneson,  MD 
Kent  C.  Hensley,  MD 

INFECTIOUS  DISEASES 

Daniel  J.  Sexton.  MD 

GENERAL  SURGERY 

Frank  G.  Gatchell.  MD 

EXECUTIVE  DIRECTOR 

A.  Wayne  Coventon 

Clifford  G.  Wlodaver,  MD 

Stephen  G.  ReMine,  MD 

HEMATOLOGY-ONCOLOGY 

Ralph  G.  Ganick,  MD 
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We  believe  private  psychiatric  treat- 
ment is  a vital  option  which  should  al- 
ways be  available  to  physicians  and 
their  patients.  Since  1939,  we  have  been 
dedicated  to  bringing  life's  potential 
within  the  grasp  of  our  patients. 

Through  our  adolescent  treatment 
program,  we  are  meeting  the  mental 
health  needs  of  a growing  group  of 
psychiatric  patients.  Willow  View  Hos- 
pital has  also  expanded  its  alcohol  re- 
habilitation program. 

The  administration  and  staff  invite 
you  to  become  better  acquainted  with 
the  services  we  offer  at  Willow  View. 


MEDICAL  STAFF 


Nolen  L.  Armstrong,  MD 
Harold  J.  Binder,  MD 
Wolfgang  K.  Huber,  MD 


Harold  G.  Sleeper,  MD 
Medical  Director 


Harald  S.  Krueger,  MD 
Joseph  B.  Ruffin,  MD 
Harold  G.  Sleeper,  MD 


Nolen  L.  Armstrong,  MD 
Chief  of  Staff 


Dolores  R.  Wiggins,  Hospital  Administrator 


2601  Spencer  Road 

P.O.  Box  11137  • Oklahoma  City,  Oklahoma  73136  • Phone  405  427-2441 
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Oklahoma  State  Medical  Association 


Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD  Winfred  L.  Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 


207  C Street  NW 


Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 

FAMILY  PRACTICE 
J W McDomei  MD 
J O Wood  Jr  MD 
Don  R Hess  MD 
Tim  Bohn.  MD 


INTERNAL  MEDICINE 

W S Harrison  MD 
D L Slehr,  MD 
R S Davis.  MD 
Vernon  A Vix  MD 

GASTROENTEROLOGY 

C K Su  MD 

CARDIOLOGY 
J T Bledsoe  MD 

OBSTETRICS  AND  GYNECOLOGY 

Nancy  W Dever  MD 
Alan  J Weedn  MD 

PEDIATRICS 

R E Herndon  MD 
E R Orr,  MD 
J E Freed  MD 
M P Escobar,  MD 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 
C R Gibson  MD 
James  Ed  Brown,  MD 


GENERAL  AND  VASCULAR  SURGERY 

Linda  M Johnson,  MD 
Wayne  L Manson,  MD 


THORACIC 

AND  VASCULAR  SURGERY 

Paul  B Lon.  MD 


PHYSICAL  MEDICINE  AND 
REHABILITATION 

Kumud  Vaidya,  MD 


UROLOGY 

K T Varma,  MD 

ORTHOPEDIC  SURGERY 

W T Morns.  MD 
Keith  W Riggms.  MD 

RADIOLOGY  (Consulting) 
Don  Delzer  MD 
J H Gardner.  MD 
J E Milton,  MD 
Dan  Rhodes,  MD 

PHYSICIANS  ASSISTANTS 

W M oni  PA 
H L Watkins,  PA 
Myra  Campbell.  PA 

ADMINISTRATION 

James  W Loy 


Accredited  A.A.H.C.,  Inc. 

MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


TIMBER  CREEK  BRANCH 

ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

SELWYN  A.  WILLIS,  MD,  Inc. 
WILLIAM  G.  MAYS,  MD,  Inc. 
RALPH  L.  NICHOLSON,  MD,  Inc. 
RICHARD  E.  WITT,  MD 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 


RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 
WILLIAM  F.  EWING,  MD,  INC. 
BOYD  O.  WHITLOCK,  MD 
RICHARD  H.  REID,  MD 
R.  A.  SEARCY,  MD 
PHILIP  W.  PERRYMAN,  JR.,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD,  Inc. 
FRANKLIN  S.  NELSON,  MD 


ADMINISTRATION 

JOSEPH  W.  RHINE 
GARY  D.  GIBSON 


1923  East  21st  Street  Box  5221 8 •TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 


1401  East  Van  Buren  Avenue 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
FRANCIS  R.  LONERGAN,  MD 
STEPHEN  D.  SWANK,  MD 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 


OTOLARYNGOLOGY 

SAMUEL  E.  DAKIL,  MD 


OBSTETRICS-GYNECOLOGY 

ROBERT  G.  CATES,  MD 
W.  RILEY  MURPHY,  JR.,  MD 

SURGERY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 
GEORGE  M.  BROWN,  JR.,  MD,  FACS 


RADIOLOGY  ADMINISTRATION 

BRUCE  H.  BROWN,  MD  PAUL  B.  BISHOP 
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Oklahoma  State  Medical  Association 


MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 


General  Surgery  Internal  Medicine 

THORNTON  KELL,  MD,  FACS  J.  HOBSON  VEAZEY,  MD 

*TOM  SPARKS,  MD,  FACS  *CLIFFORD  LORENTZEN,  MD,  FACP 

*DAVID  D.  ROSE,  MD 
General  and  Vascular  Surgery  *JOE  R.  HAMILL.  MD 

*WILFRED  S.  GAUTHIER,  MD,  FACS  *KEVIN  H.  REED,  MD 


Radiology  (Consultants) 
*MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 


Pathology  (Consultant) 
*CARL  A.  SCHWEERS,  MD 


Administrator 
ROGER  H.  HUGHES 


Phone:  A/C  405-223-5311 


""Specialty  Board  Diplomate 


Raymond  F.  Main,  M.D. 
Robert  C.  MacKay,  M.D. 
Dan  F.  Keller,  M.D. 

Willard  Aronson,  M.D. 

Fay  Knickerbocker,  M.D. 
Lynn  B.  Moon,  M.D. 

Peter  F.  Brumbaugh,  M.D. 

Oiplomates,  Amer  Board  of  Pathology 


Oklahoma  City,  Oklahoma 


Jack  M.  Stephenson,  M.D. 
Paul  E.  Kaldahl,  M.D. 
Perry  A.  Lambird,  M.D. 
Michael  R.  Harkey,  M.D. 
Thomas  A.  Hosty,  M.D. 
John  R.  Rogers,  M.D. 
Hatton  W.  Sumner,  M.D. 

Diplomates,  Amer  Board  of  Pathology 


PATIENT  CARE  FACILITIES 

Pasteur  Medical  Bldg.  Physicians  & Surgeons  Bldg. 

Room  254  Room  G-8  (Basement) 

1111  N.  Lee  1211  N.  Shartel 


West  Laboratory 
Room  100 

3400  N.W.  Expressway 


(405)  239-7111 


North  Laboratory 
Room  LL7 
4200  W.  Mem.  Rd. 

South  Laboratory 
Room  107 
1044  S.W.  44 

PICKUP— DELIVERY 

1111  N.  Shartel 


East  Laboratory 
Room  113 

711  Stanton  Young  Blvd. 


1-800—942-3514 
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750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MD+ 
Vernon  D.  Cushing,  MDr* 
George  L.  Winn,  MD+ 
Robert  S.  Ellis,  MDt* 
Lyle  W.  Burroughs,  MDr° 


^ Consultant 

t Diplomats  American  Board  of  Allergy  and  Immunology 
* Diplomats  American  Board  of  Internal  Medicine 
° Diplomats  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a m to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 


Charles  D.  Haunschild,  MD+° 
James  H.  Wells,  MD+* 
John  R.  Bozalis,  MDt-* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD* 


Orthopeijic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  Oklahoma  City,  Oklahoma  232-0341 
DEPARTMENT  OF  ORTHOPEDICS  DEPARTMENT  OF  ARTHRITIS 


"^Marvin  K.  Margo,  MD,  FACS 
^James  P.  Bell,  MD,  FACS 
^Stephen  Tkach,  MD,  FACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
"].  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
"Warren  G.  Lcaw,  MD 
"Thomas  C.  Howard,  III,  MD 


John  A.  Blaschke,  MD 
Mary'  F.  Duffy  Honick,  MD 
"Richard  J.  Hess,  MD,  FACP 
■^Jon  W.  Blaschke,  MD 
"R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 


"Speaalty  Board  Diplomate 


.MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 
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Shawnee  Medical  Center  Clinic 

, Inc. 

2801  N.  SARATOGA 

P.O.  BOX  849  SHAWNEE 

, OKLAHOMA  74801  Phone:  405-273-5801 

ALLERGY 

INDUSTRIAL  MEDICINE 

OBSTETRICS,  GYNECOLOGY 

PEDIATRICS 

A M Bell,  MCr 

A M Bell,  MD 

Paul  B Edmonds,  MD* 

A M Bell,  MD' 

Jake  Jones.  Jr . MD 

Richard  E Jones,  MD* 

Jake  Jones,  Jr , MD 

R K Mohan,  MD 

ANESTHESIOLOGY  CONSULTANTS 

Stephen  E.  Trotter,  MD 

R K Mohan,  MD' 

Ellis  Brown,  MD* 
Michael  Daughety,  MD' 

DERMATOLOGY 

Bert  C Frichot,  III,  MD" 

INTERNAL  MEDICINE 

Merle  L Davis,  MD 
Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson.  MD' 
John  R.  Hayes,  MD 

ORTHOPEDIC  SURGERY 

T A Balan,  MD.  FAAOS* 

R M Kamath,  MD,  MS*  (Ortho) 
S.  M.  Waingankar.  MD 

RADIOLOGY  CONSULTANTS 

William  Phillips,  MD' 

Robert  G Wilson.  MD' 

Cranfill  K Wisdom.  MD' 

FAMILY  PRACTICE 

D A Mace.  MD 

OTORHINOLARYNGOLOGY 

UROLOGY 

K T Mosley,  Jr  , MD 

S Rishi.  MD 

N M Kotecha.  MD 

GENERAL  SURGERY 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

Frank  H,  Howard,  MD* 

R.  K Mohan.  MD 

David  L McBride.  MD' 

W,  J,  Birney 

Jerold  D Kethley,  MD 
Jeffrey  L Wallace.  MD* 

* Board  Certified 

COUNTRYViiW 

A PRIVATE  RESIDENTIAL  PROGRAM 
FOR  THE  COMPREHENSIVE  TREATMENT 
OF  ALCOHOLISM  AND  CHEMICAL  DEPENDENCY 

Ten  beautifully  landscaped  acres,  individualized  programs, 
professional  care.  Country’  View,  where  people  and  surroundings 
make  the  difference. 

For  more  information  contact: 

COUNTRY  VIEW 

12300  East  91st  Street  • Tulsa,  Oklahoma  74133  • (918)  252-2543 

All  iru]uines  handled  m the  strictest  confidence. 

W.R.  Reid.  M.D.,  Director 
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PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

13313  N.  Meridian,  Buidling  A 405  755-4451  Oklahoma  City,  Oklahoma  73120 

Board  Certified  in  Plastic  Surgery 


OKLAHOMA  HANDi=p-^-i 
SURGERY  CENTER,  INcTl^J 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 


OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 
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When  mild 
to  moderate  pain 
is  a side  effect 
of  ‘‘Fitness” 


measures  up... 
at  a reasonable 
cost! 


A Single-Entity  Pain  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 


“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”^  Rufen  stops  pain  at  the 
site  of  injury  and  inflammation,  not  at  the  level  of 
central  perception.  There  is  no  duUed  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  rehef . . .potent  anti-inflammatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  rehef,  let  Rufen  show 
you  how  it  measures  up. 


e Boots  Pharmaceuticals,  Inc. 
Shreveport,  LA  71 106 
Pioneers  in  medicine  for  the  family 


See  next  page  for  brief  summary  of  prescribing 
information. 

f--..  ' 


RUFEN 

(ibuprofen) 


Measure 

RUFEN 

(ibuprofen) 

against  “standard” 
mild  to  moderate  pain 

Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-blind  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  “significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
relief  and  duration  of  analgesia  parameters. 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  rehef  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.^ 

• Measured  against  post-episiotomy  pain  in  30 

patients,  “ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain. . .during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors...”^  ' 


Measure 

RUFEN 

(ibuprofen) 

against  any 
mild  to  moderate  pain 


RUFEN 

Acetaminophen  + codeine  combinations 

• single-entity,  peiTpheral- 
acting  analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflam- 
matory component 

• better  tolerated  than 
aspirin 

• combined  side  effects  of  two  drugs  — 
warning  required  about  driving  or 
operating  machinery;  possible  respira- 
tory depression  with  alcohol,  tranquil- 
izers, other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy  in  a 
modern  NS  AID 

References: 

1.  Hart  FD.  Huskisson  EC,  Ansell  BM  in  Hart  FD  (editor):  Drug 

Treatment  of  the  Rheumatic  Diseases,  2nd  Ed.  Adis  Press,  Balgowlah. 
Australia,  1982,  p.  30. 

2.  Rondeau  PL,  Yeung  E.  Nelson  P:  Canad  Dent  Assoc  J 46:433-439, 1980, 

3.  Selwyn  P and  Giles  AD:  Br  Jrl  of  Clin  Practice.  Supplement  6, 

Safe  and  effective  analgesia  following  dental  surgery:  A comparison 
of  brufen  and  distalgesic.  Pg  87-90.  1980. 

4.  Tbina  E:  Curr  Med  Res  Opinion.  7:423-428,  1981. 
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Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  7 1 1 06 

Pioneers  in  medicine  for  the  family 


And  Rufen  Measures  Up  Best 


RUFEN®  (ibuprofen)  Tablets 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during  acute  fiares  and  in  the  iong-term  management  of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain  Treatment  of  primary  dysmenorrhea. 

CONTRAINDICATIONS:  Patients  hypersensitive  to  ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio-edema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGSI. 
WARNINGS:  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS).  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported.  Peptic 
ulceration,  perforation,  or  gastrointestinal  bleeding  can  end  fatally,  however,  an  association  has  not  been  established.  Ruten  should  be  given  under  close  supervision  to  patients  with  a history  of  upper  gastro- 
intestinal tract  disease,  and  only  after  consulting  the  ADVERSE  REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted.  If  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported.  If  developed,  discontinue  Rufen  and  administer  an  ophtnalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with  Rufen:  caution  should  be  used  in  patients  with  a history  of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in  patients  with  intrinsic  coagulation  defects  and  those  taking  anticoagulants. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  ot  disease  or  adrenal  insufficiency,  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen. 

DRUG  INTERACTION:  Coumarin-type  anticoagulants.  The  physician  should  be  cautious  when  administering  Ruten  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Ruten  blood  levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  should  not  be  taken  during  pregnancy  nor  by  nursing  mothers. 

ADVERSE  REACTIONS:  Incidence  greater  than  1%.  Gastrointestinal:  The  most  frequent  adverse  reaction  is  gastrointestinal  (4  to  16%).  Includes  nausea*,  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System:  dizziness*,  headache,  nervousness.  Dermatologic:  rash* 

(including  maculopapular  type),  pruritus.  Special  Senses:  tinnitus.  Metabolic:  decreased  appetite,  edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS). 
•Incidence  3%  to  9%, 

Incidence  less  than  1 in  100.  Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena.  Central  Nervous  System:  depression,  insomnia,  confusion,  emotional  lability,  som- 
nolence. aseptic  meningitis  with  fever  and  coma.  Dermatologic:  vesiculobullous  eruptions,  urticaria,  erythema  multiforme.  Stevens-Johnson  syndrome  and  alopecia.  Special  Senses,  hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata  and/or  changes  in  color  vision)  [see  PRECAUTIONS],  Hematologic:  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive), 
thrombocytopenia  with  or  without  purpura  eosinophilia,  decreases  in  hemoglobin  and  hematocrit,  dardiovascular:  congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood  pressure  Allergic: 
syndrome  of  abdominal  pain,  fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS).  Renal:  acute  renal  failure  in  patients  with  preexisting  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis. 

Causal  relationship  unknown.  Gastrointestinal:  pancreatitis.  Central  Nervous  System:  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  toxic  epidermal  necrolysis,  photo- 
allergic  skin  reactions.  Special  Senses:  conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  bleeding  episodes.  Allergic:  serum  sickness,  lupus  erythematosus  syndrome.  Henoch-Schonlein  vasculitis.  Endocrine: 
gynecomastia,  hypoglycemia.  Cardiovascular  arrhythmias  (sinus  tachycardia,  bradycardia,  and  palpitations).  Renal:  renal  papillary  necrosis, 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine,  alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  arthritis  and  osteoarthritis,  including  flareups  of  chronic  disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Dysmenorrhea:  400  mg  every  4 hours  as  necessary. 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  the  relief  of  pain.  Do  not  exceed  2,400  mg  per  day. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
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ALLERGY 


Northwest  Medical  Center  Suite  602 

northwest  allergy  clinic.  INC. 

John  L Davis.  MD 
3330  N W 56th 

Oklahoma  City.  Oklahoma  73112 
40  5 843-6619 


OKLAHOMA  ALLERGY  CLINIC.  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 
George  S Bozalls,  MDJ  Charles  D Haunschild.  MDT° 

Vernon  D Cushing.  MDf  James  H Wells.  MDf 

George  L Winn.  MDf  John  R Bozalls.  MDf 

Robert  S Ellis.  MDf  James  D Lakin.  PhD.  MDf 

Lyle  W Burroughs.  MDt°  John  S Irons.  MDt° 

Warren  V Filley.  MD' 

t Consultant 

t Diplomale  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
“Diplomate  American  Board  of  Pediatrics 


Office  Address: 

750  Northeast  13th  Street 
Telephone  405  271-3232 


Mail  Address: 

Post  Office  Box  26827 
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I 

I A Network  of  Volunteers 

Ask  any  auxilian  what  characteristic  best 
epitomizes  auxiliary’s  function  to  her  and  an 
! almost  universal  answer  would  be  "Volun- 
! teerism,”  for  that  is  the  role  that  most  of  us  play 
in  this  organization  we  call  medical  auxiliary. 

This  past  year  marks  the  60th  anniversary  of 
our  national  organization  founded  to  support 
the  American  Medical  Association  in  its  ac- 
tivities and  programs.  Ours  is  a history  of  evolv- 
ing to  constantly  meet  the  needs  of  our  medical 
societies  and  local  communities. 

Our  immediate  past-national  president, 
Isobel  Dvorsky,  summed  up  an  image  of  the 
auxiliary  as,  "An  organization  unique  in 
myriad  volunteer  achievement,  in  ability  to 
change  and  grow  as  circumstances  demand,  in 
grassroot  involvement  to  meet  all  manner  of 
community  needs,  a democratic  structure 
which  permits  every  member  a voice.” 

As  Mrs  Dvorsky’s  presidency  continued  and 
President  Reagan  launched  his  campaign  for 
citizen  volunteerism  and  involvement  because 
of  federal  cutbacks,  volunteerism  became  her 
credo.  To  auxiliaries  across  the  nation  the  call 
j went  out  for  renewed  emphasis  on  volun- 
j teerism.  State  presidents  carried  this  message 
' to  their  county  auxiliaries  as  they  traveled 
about  their  states.  Newsletters,  Facets 
I magazine,  seminars  and  convention  re-echoed 

the  theme. 

Did  auxiliaries  take  up  the  gauntlet?  What 
j sort  of  response  met  the  challenge  and  what 
I have  been  some  of  the  accomplishments  of  the 
' past  year? 

I First  and  foremost  of  our  National  efforts  was 

j the  dollars  increase  in  our  donation  to  AMA- 
i ERF,  a contribution  of  $1,742,913.68  reflecting 
1 $50,000  above  the  former  figure.  A significant 

I portion  of  this  was  raised  through  projects,  auc- 

I tions,  bazaars,  boutiques  and  raffles.  Certainly 

these  dollars  echo  our  abiding  interest  in  the 
education  of  our  medical  students  and  in  sup- 
plying funds  for  research  and  scientific  equip- 
ment which  indirectly  affects  us  all  and  thereby 
the  quality  of  life  and  medicine  in  our  local 
communities. 

Other  notable  health  projects  capturing  the 
energy  and  enthusiasm  of  auxilians  were  the 
Organ  Donation  Awareness  Week  Program  and 
involvement  in  anti-drinking  legislation.  In  the 
first  instance,  promoting  better  education  on 
behalf  of  the  public  and  media  on  this  sensitive 
, subject  auxilians  provided  brochures,  speak- 


ers bureaus,  and  local  workshops  with  state 
organ  donation  participants.  On  the  latter  pro- 
ject, auxilians  in  Maryland  and  other  states 
acted  as  a catalyst,  writing  letters,  giving  tes- 
timony on  pertinent  bills  and  visiting  legis- 
lators. Providing  factual  information,  statistics 
and  forming  coalitions  with  other  groups  they 
succeeded  in  affecting  legislation  relating  to 
raising  the  drinking  age  from  18  back  to  21  and 
seeing  laws  more  strictly  enforced  regarding 
drunk  driving. 

In  Iowa,  a program  on  deaf-awareness  was 
instituted  because  of  the  special  communica- 
tion skills  of  one  of  its  auxiliary  members.  Kan- 
sas auxilians  implemented  a "Mother’s  Morn- 
ing Out”  program  designed  to  prevent  child 
abuse;  mothers  were  provided  with  enrichment 
programs  with  hints  on  economics,  cooking,  and 
child  health  while  care  was  provided  for  their 
little  ones. 

Forming  coalitions  with  other  groups,  aux- 
ilians across  the  country  aided  in  establishing 
Ronald  McDonald  homes  for  the  use  of  the 
families  of  very  ill  children;  and  here  in  Okla- 
homa auxilians  in  all  areas  of  the  state  have 
participated  in  fund-raisers  for  Hospice,  have 
acted  as  volunteer  helpers  and  even  served  as 
members  of  the  local  Hospice  board.  The  list  of 
contributions  of  personal  time  and  effort  is  end- 
less. 

Has  the  call  to  volunteerism  been  heard?  One 
must  reply  a resounding  yes!  But  for  us  the  job  is 
just  beginning.  As  our  current  president  Betty 
Payne  tells  us,  "We  are  on  the  threshold  of  new 
opportunities.  We  must  show  all  other  nations 
what  can  be  accomplished  with  unity  and  with 
America’s  most  valued  asset  — the  spirit  of 
volunteerism  upon  which  this  country  was 
built.” 

In  Oklahoma,  your  state  medical  auxiliary 
encourages  your  involvement  and  applaudes 
your  efforts.  We  ask  for  a continuation  of  your 
energy  and  enthusiasm  and  will  promise  you 
the  expertise  to  accomplish  your  goals.  Let’s 
forge  ahead  together,  freely  giving  of  our  time 
and  talents  for  the  good  of  others. 

- Betty  Edge,  State  President,  OSMAA 
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In  a ceremony  honoring  Oklahoma  City 
physician  Moorman  Prosser,  MD,  Governor 
George  Nigh  proclaimed  December  28,  1982,  as 
Moorman  Prosser  Day.  The  proclamation  was 
presented  to  Dr  Prosser  in  recognition  of  his 
service  to  Oklahoma  City  residents,  his  dedica- 
tion to  training  medical  students,  and  his  con- 
tributions to  the  field  of  medicine.  Dr  Prosser  is 
a clinical  professor  of  psychiatry  and  behavioral 
sciences  at  the  University  of  Oklahoma  College 
of  Medicine  and  serves  on  the  staffs  of  several 
area  hospitals.  The  proclamation  honoring  Dr 
Prosser  was  presented  to  him  by  Jeanette  Ed- 
mondson, Oklahoma  Secretary  of  State. 

The  American  Diabetes  Association 
Eastern  Oklahoma  Chapter  has  created  the 
Robert  K.  Endres  Foundation  for  diabetes  re- 
search in  honor  of  Tulsa  physician  Robert  K. 
Endres,  MD.  The  association  also  presented  Dr 
Endres  with  its  first  annual  plaque  honoring  an 
individual’s  outstanding  service  in  the  field  of 
diabetes  education  and  care.  Dr  Endres  founded 
the  first  camp  in  Oklahoma  for  diabetic  chil- 
dren (Camp  O’Leary)  in  1976  and  helped  estab- 
lish a day  camp  in  eastern  Oklahoma  in  1977. 
He  was  instrumental  in  developing  a device 
that  allows  an  insulin  needle  to  be  permanently 
inserted  into  the  body  and  easily  concealed  by 
the  wearer.  Since  1981  Dr  Endres  has  served  as 
chairman  of  the  Board  of  Eastern  Oklahoma 
Chapter  of  the  American  Diabetes  Association. 

The  Southwest  Chapter  of  the  American 
College  of  Utilization  Review  Physicians  will 
conduct  a seminar  titled  "Pharmacology  and 
Quality  Assurance”  at  the  AMFAC  Hotel, 
Dallas/Fort  Worth  Airport,  on  Friday,  March  4, 
1983.  The  program  will  include  a survey  on  the 
use  of  antibiotics,  analgesics,  and  intravenous 
fluids.  Speakers  confirmed  to  date  are  Edward 


H.  Wiseman,  PhD,  Central  Research  Division, 
Pfizer,  Inc.  Medical  Research  Laboratory;  Joan 
Mary  Roberts,  MD,  director  of  the  Office  of 
Quality  Assurance,  Chestnut  Hill  Hospital, 
Philadelphia;  and  Fred  Lucas,  MD,  president 
of  NHIC  of  Austin,  Texas.  Cost  of  the  seminar 
is  $65  for  members  and  $75  for  nonmembers. 

Four  Oklahoma  physicians  have  been 
elected  to  fellowship  in  the  American  College  of 
Chest  Physicians  (ACCP).  They  are  Lofty  L. 
Basta,  MD,  Tulsa;  Linda  F.  Deere,  MD,  Okla- 
homa City;  David  C.  Levin,  MD,  Oklahoma 
City;  and  Donald  R.  McCaffree,  MD,  Oklahoma 
City.  The  ACCP  is  an  11,000-member  inter- 
national, multidisciplinary  medical  organiza- 
tion. 

The  American  Academy  of  Allergy  and 
Immunology  (AAAI)  has  prepared  a 194-page 
document  to  serve  as  an  authoritative  and  con- 
cise learning  tool  for  medical  students,  resi- 
dents, and  clinical  practitioners. 

The  Primer  on  Allergic  and  Immunologic 
Diseases,  first  published  in  the  November  26 
issue  of  the  Journal  of  the  American  Medical 
Association,  is  a state-of-the-art  report  covering 
the  full  dimensions  of  allergic  and  immunologic 
diseases  and  their  treatments.  It  includes  sec- 
tions on  food  allergy,  common  allergic  skin  dis- 
eases, adverse  reactions  to  drugs  and  insect 
stings,  asthma  and  hay  fever,  and  immuno- 
therapy. As  a public  service,  the  AAAI  and  the 
National  Institute  of  Allergy  and  Infectious 
Diseases  will  provide  complimentary  copies  of 
the  Primer  to  third-and  fourth-year  medical 
students  in  all  United  States  and  Canadian 
medical  schools.  Single  copies  are  available  at 
the  cost  of  $10  from  AAAI,  611  East  Wells 
Street,  Milwaukee,  Wisconsin  53202.  □ 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalniaiic*®  m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ’ 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:201- 
213,  Apr  1977  and  data  on  file,  Hoffmann  La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
/3:18-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  24/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoflmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  Investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton. DC,  May  3-7,  1971  12.  Poliak  CP  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane’^  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  piease  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dostige:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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Contemporary  HypncdcTherapy  \ 


Dalmane®  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights ; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.''^' 
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The  High  Altitude 
Costs  of  “Claims 
Made”  Insurance 


A “Claims  Made”  malpractice  policy  is  designed 
to  rise  in  price  like  a hot  air  balloon. 


So  the  probabilities  are  sky  high  that  in  the  long  run  you’ll  pay  much  more  for  your  coverage 
if  you  make  a switch  from  PLICO  to  the  new  “Claims  Made”  competitor  now  soliciting  Oklahoma 
physicians. 

The  low  first-year  cost  of  their  balloon-like  policy  is  doubled  by  inflation  in  the  second  year, 
followed  by  an  approximate  50  percent  expansion  in  the  third  year  and  still  more  increases  are 
pumped  in  during  the  fourth  and  fifth  years.  All  of  these  step-rated  increases  are  compounded 
to  the  point  where  your  fifth  year  premium  will  be  three  to  four  times  larger  than  the  inviting  first- 
year  cost  of  this  “Claims  Made”  policy. 

PLlCO’s  premiums  feature  down-to-earth  stability.  Your  cost-conscious  Board  of  Directors  has 
managed  to  keep  PLlCO's  rates  essentially  unchanged  over  a four-year  period  — even  during 
a time  of  record  high  general  inflation. 

By  using  the  current  rates  of  both  carriers,  and  by  assuming  the  same  relative  performance  over 
the  next  five  years,  we  can  easily  demonstrate  the  folly  of  giving  any  consideration  to  our  com- 
petitor’s product. 

If  you’re  a general  surgeon,  for  example,  over  a 5-year  period  you’ll  pay  PLlCO’s  competitor 
a whopping  total  premium  of  $32,151  for  a $1,000,000  professional  liability  insurance  policy. 
Yet  PLICO  charges  only  $18,685  for  the  same  coverage  limit  over  the  same  time  frame. 

So  on  the  bottom  line  we  find  that  PLICO  saves  you  $13,446  — which  is  enough  pocket  change 
to  buy  your  wife  a new  Buick ...  or  enough  to  bankroll  your  daughter’s  wedding ...  or  enough 
to  make  a substantial  down  payment  on  that  special  little  place  by  a placid  lake . . .or  enough  to 
buy  10.773  Big  Macs  for  your  kids  and  several  armies  of  their  friends. 

And  with  sweepstakes  savings  like  these  coming  your  way  through  PLlCO’s  frugal  operations, 
it  goes  without  saying  which  company  you  should  choose  as  your  malpractice  carrier. 

You’ll  make  the  right  decision  — or  our  name  isn’t  PLICO! 


THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P.O.  Box  18171  • Oklahoma  City,  OK  73154  • 405/843-0215 
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CITY  OF  FAITH 


Medical  and  Research  Center  • Tulsa,  OK  74136 
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irERNAL  MEDICINE 

Q iERAL  INTERNAL  MEDICINE 

CHon  N.  Corder,  M.D. 

C'dI  a.  Talacki,  M.D. 

C^DIOLOGY 

5(jr  O.  Knight,  M.D. 

Jtijph  W.  Linhart,  M.D. 

D ielJ.  MacNeil,  M.D. 

E 30CRIN0L0GY 

Cj  rge  W.  Moore,  M.D. 

CSTROENTEROLOGY 

J^sM.  Taylor,  M.D. 

ll  -ECTIOaS  DISEASES 

D.  Edwards,  M.D. 

r PHROLOGY 

fijin  J.  Keveney,  Jr.,  M.D. 

F|ricia  M.  Lindsay,  M.D. 

r UROLOGY 

?I  hael  Karathanos,  M.D. 

( ph  W.  Richter,  M.D. 

I LMOrSARY  MEDICINE 

I ph  A.  Redding,  M,D. 

jHCOLOGY 

vhur  F.  Hoge,  M.D. 

;.'thony  J.  Murgo,  M.D. 
dim  F.  Nimeh,  M.D. 

JiMATOLOGY 

I thony  J.  Murgo,  M.D, 
idim  F.  Nimeh.  M.D. 

5ALTH  APPRAISAL  CLINIC 

‘Ibert  O.  Williams,  M.D. 

IMERGENCYROOM 

llEDICINE 

B.  Knight,  Jr.,  M.D. 

Jward  C.  Lauber,  Jr.,  M.D. 

2orge  L.  Osborne,  M.D. 

S.  Pennington,  M.D. 


SURGERY 

CARDIAC-THORACIC  SURGERY 

H.  Joseph  Holliday,  M.D. 

Jasper  L.  McPhail,  M.D. 

GENERAL  SURGERY 

Ralph  L.  Byron,  M.D. 

David  B.  Hinshaw,  M.D. 

D.  Lewis  Moore,  M.D. 

George  L.  Osborne,  M.D. 

Roger  L.  Youmans,  M.D. 

GYNECOLOGY 

Herbert  S.  Gates,  Jr.,  M.D. 

OPHTHALMOLOGY 

Raymond  E.  Townsend,  M.D. 

ORTHOPEDIC  SURGERY 

C.  Reiff  Brown,  M.D. 

Alan  W.  Holderness,  M.D. 

NEUROSURGERY 

Ronald  E.  Woosley,  M.D. 

OTORHINOLARYNGOLOGY 

Richard  E.  Carlson,  M.D. 

PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 

Lewis  W.  Thompson,  M.D. 

ORAL  SURGERY 

Jerry  L.  Greer,  D.D.S. 

Philip  D.  Marano,  D.D.S. 

UROLOGY 

Edward  M.  Blight  M.D. 

ANESTHESIOLOGY 

Jonathan  D.  Friend,  II,  M.D. 

Betty  L.  Grundy,  M.D. 

Gary  E.  Hill,  M.D. 


LABORATORY 

MEDICINE 

AND  PATHOLOGY 

Robert  H.  Chappell,  M.D. 

Edward  F.  Goljan,  M.D. 

John  E.  Lewis,  M.D. 

Antonio  R.  Navarrete,  M.D. 
Raymond  J.  Thabet  M.D. 


PEDIATRICS 

GENERAL  PEDIATRICS 
AND  ADOLESCENT  MEDICINE 

Lynnette  J.  Calvert,  M.D. 

Mona  S.  Mange,  M.D. 

Carl  E.  Pfanstiel,  Jr.,  M.D. 

David  I.  Schrum,  M.D. 

PEDIATRIC  CARDIOLOGY 

Marion  K.  Ledbetter,  M.D. 

PEDIATRIC  GASTROENTEROLOGY 

Sean  J.  Fennell,  M.D. 

PSYCHIATRY 

F.  Paul  Kosbab,  M.D. 

Marianne  E.  Kosbab,  M.D. 

George  E.  Parkhurst  M.D. 

Orlando  P.  Peccora,  M.D. 


RADIOLOGY 

DIAGNOSTIC  IMAGING 

Charles  R.  Gosnell,  M.D. 
Patrick  D.  Lester,  M.D. 

Gilbert  O.  Maulsby,  M.D. 
Kenneth  K.  Wheatley,  M.D. 

RADIATION  ONCOLOGY 

Phillip  W.  Jones,  M.D. 


FAMILY 

AND  COMMUNITY 
MEDICINE 

CITY  OF  FAITH  CLINIC 

Carolyn  M.  Blight  M.D. 

Robert  J.  Bliss,  M.D. 

Bee  Sun  Lu,  M.D. 

Delbert  O.  Williams.  Jr.,  M.D. 

FAJVULY  PRACTICE  CENTER 

Jon  C.  Calvert,  M.D. 

John  R.  Crouch,  Jr.  M.D. 

Frank  G.  Hamilton,  M.D. 

Guy  E.  Henning,  M.D. 

W.  Craig  Sanford,  M.D. 

Edward  F.  Slothour,  M.D. 


elephone  consultations  day  or  night  • (918)  493-1000 


Have  the  new  pension  laws  got  you  down? 

Why  employ  when  you  can  lease? 

Staff  leasing  will  reduce  ^our  taxes  and  increase  ^our  net  earnings 


Your  staff  will  enjoy  superior 
employee -benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• We  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 

Our  staff  leasing  arrangement  is  also  a recognized  solution  for  those  professional 
corporations  which  are  faced  with  the  affiliated  service  group  problems,  under  IRC 
Section  414  (m). 
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BRIEF  SUMMARY 
PROCARDIA*  CAPSULES 


For  Oral  Use 


CALL 

FOR 

RESOLUTIONS 


All  resolutions  to  be  pre- 
sented to  the  Oklahoma  State 
Medical  Association  House  of 
Delegates  annual  meeting 
must  be  received  in  the  execu- 
tive office  no  later  than  thirty 
(30)  days  prior  to  the  meeting. 
This  year’s  meeting  will  be  held 
May  4-7,  1983  at  the  Excelsior 
Hotel,  Tulsa,  Oklahoma. 

County  medical  societies  or 
individuals  wishing  to  submit 
resolutions  should  mail  them  to 
OSMA,  601  NW  Expressway, 
Oklahoma  City,  OK  73118. 
Should  you  need  assistance  in 
drafting  such  resolutions, 
please  contact  the  executive  of- 
fices. 

SUBMIT  YOUR 
RESOLUTIONS 
ON  OR  BEFORE 

April  4,  1983. 


(niledipiny 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nitedipine)  is  indicated  tor  the 
management  of  vasospastic  angina  contirmed  by  any  ot  the  tollowing  criteria:  1)  classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  signiticant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed , e g , where  pair>  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  tindings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  ot  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Ettort-Assoclated  Angina):  PROCARDIA  is  indicated  for 
the  management  ot  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and/or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ot  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  ot  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings.) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  ot 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  Increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PRDCARDI A treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation . It  is  important 
to  taper  beta  blockers  it  possible,  rather  than  stopping  them  abruptly  before  beginning 
PRDCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular  re- 
sistance. careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction. 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis:  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%.  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing. and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization. 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose. 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa- 
tients, transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0,5%, 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness. sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  le- 
ver. sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension. 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  distur- 
bances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase, CPK,  LDH.  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  ot  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  abouf  eleven  months  of  nifedipine  therapy.  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59°  to  77°F  (15°  to  25°C)  in  the  man- 
ufacturer's original  container 

More  detailed  prolessional  inlormalion  available  on  request 
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7 can  do  things  that  I 
couldntdofor3yrs  including 
joining  the  human  race  again” 


Quote  from  an  unsolicited  i 
letter  received  by  Pffzer  from  an 
angina  patient. 

While  this  patient's  experience 
is  reprewntanc  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  rarwill  they  all  ^ 
respond  to  the  same  degree 
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"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life  for 
your  patients — having  fewer  anginal  attacks,  taking  fewer 
nitroglycerin  tablets,  doing  more,  and  being  more  productive 
once  again 

Side  effects  are  usually  mild  (most  frequently  reported  are 
dizziness  or  lightheadedness,  peripheral  edema,  nausea, 
weakness,  headache  and  flushing,  each  occurring  in  about  10% 
of  patients,  transient  hypotension  in  about  5%,  palpitation  in 
about  2%  and  syncope  in  about  0 5%). 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


(NIFEDIPINE) 


Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


Bactrim  concentrates  in  serum 
and  penetrates  sputum ^ ^ 


fia  jor  pathogens 
0 ohronio  bronchitis’ 


Bactrim  clears  sputum  of 
susceptible  bacteria 

In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens/ ' One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens/ 
Bactrim  is  effective  in  vitro  against  most 
strains  of  both  S.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated. * 


' 

|.<s  H.  influenzae — even 
hicillin-resistant  strains 


Bactrim  reduces  coughing 
and  sputum  production 

In  three  double-blind  comparisons 
with  ampicillin  q.i.d.,  Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters.’’  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracvclines  in  10  clinical  trials 


involving  nearly  700  patients.'"  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 

References:  1.  Hughes  DTD,  Bye  A,  Hodder  P:  Adv  Anlimi- 
crob  Antineoplaslic  Chemolher  tl2:U05-U06.  1971.  2.  Jordan 
GW  elal:  Can  Med  Assoc  J ]12:91S-95S.  Jun  14,  1975.  3.  Beck 
H,  Pechere  JC:  Prog  Aniimicrob  Anticancer  Chemother  1:663- 
667,  1969.  4.  Quintiliani  R;  Microbiological  and  therapeutic 
considerations  in  exacerbations  of  chronic  bronchitis,  in 
Chronic  Bronchitis  and  Its  Acute  Exacerbations:  Current  Diag- 
nostic and  Therapeutic  Concepts:  Princeton  Junction,  NJ,  Com- 
munications Media  for  Education,  Inc.,  1980,  pp.  9-12. 

5.  Schreiner  A et  al:  Infection  6(2):54-56,  1978.  6.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  7.  Chodosh  S:  Treatment 
of  acute  exacerbations  of  chronic  bronchitis:  results  of  a double- 
blind crossover  clinical  trial,  in  Chronic  Bronchitis  and  Its  Acute 
Exacerbations:  Current  Diagnostic  and  Therapeutic  Concepts. 
Op.  cit..  pp.  15-16.  8.  Chervinsky  P:  Double-blind  clinical  com- 
parisons between  trimethoprim-sulfamethoxazole  (Bactrim'") 
and  ampicillin  in  the  treatment  of  bronchitic  exacerbations. 
Ibid.,  pp.  17-18.  9.  Dulfano  MJ:  Trimethoprim-sulfamethoxa- 
zole vs.  ampicillin  in  the  treatment  of  exacerbations  of  chronic 
bronchitis.  Ibid.,  pp.  19-20.  10.  Medici  TC:  Trimethoprim-sulfa- 
methoxazole (Bactrim'")  in  treating  acute  exacerbations  of 
chronic  bronchitis;  summary  of  European  clinical  experience. 
Ibid.,  pp.  13- 14. 


b.i.d. 


[160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche} 


*Due  to  susceptible  organisms.  Plea.se  see  next  page  for  summary  of  product  information. 


(trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter,  Proteus 
mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  is  recommended  that  Initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note  The  increasing  frequency  of  resistant  orga- 
nisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  Influen- 
zae or  Streptococcus  pneumoniae  when  In  physician’s  judgment  It  offers  an  advan- 
tage over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of  repeated 
use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  Is  not  Indicated  for  prophy- 
lactic or  prolonged  administration  In  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains  of 
Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment 
it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel  when 
antibacterial  therapy  Is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  patients  with  docu- 
mented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term,  nursing  motners 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus;  infants  less 
than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococcal 
tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis. aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema- 
topoiesis has  been  reported  as  well  as  an  Increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders  Frequent  CBC  s are 
recommended,  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin,  reassess  coag- 
ulation time  when  administering  Bactrim  to  these  patients 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness. pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis  Gastro- 
intestinal reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis.  CNS  reactions  Headache,  periph- 
eral neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insom- 
nia, apathy,  fatigue,  muscle  weakness  and  nervousness  Miscellaneous  reactions  Drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L E phenom- 
enon Due  to  certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  in  patients,  cross-sensitivity  with  these  agents 
may  exist  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength),  2 
tablets  (single  strength)  or  4 teasp  (20  ml)  b i d for  10-14  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min.  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  if  creatinine  clearance  is  below 

15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b I d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information  for 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100.  Tel-E-Dose*  packages  of  100,  Prescription  Paks  of  20  and 
28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole — bottles  of 
100  and  500,  Tel-E-Dose*  packages  of  100.  Prescription  Paks  of  40  Pediatric  Suspension, 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  leaspoonful  (5  ml),  cherry 
flavored — bottles  of  100  ml  and  16  oz  (1  pint)  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sulfamethoxazole  per  leaspoonful  (5  ml),  fruit-licorice  flavored — bottles  of 

16  oz  (1  pint) 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  071 10 


OPPORTUNITY 

WITHOUT 

RISK. 


The  biggest 
improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  ideal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  drop 
below  a certain  level? 

Well,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.  S.  Savings 
Bonds.  Now  changed  from 
a fixed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a ^aranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 

Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 


Takef^ 

. stockVsit/ 
itt^^^erica. 


A public  service  of  this  publication 
and  The  Advertising  Council. 


Gomel 


Keflex' 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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OSMA  Group  Life  insurance  Trust 

I 

Physician  and  Employee  Group  Term  Life  Insurance  Plan: 

• Favorable  Rates 

• Easy  Enrollment 

• Quarterly  Billings 

• Can  be  Guaranteed  Issue 


Physician  Term  Life  Plan  — $300,000: 

• Additional  Accidental  Death 

• Accidental  Death  by  Common  Carrier 

• Dismemberment  Benefit 

• Waiver  of  Premium 

Approved  by  Council  on  Member  Services  and 
specifically  designed  for  the  professional  physician 

Thomas  A,  Hamilton, 

Administrator 

405  236-4681 


OSMA  Group  Life  Insurance  Trust 
500  City  Center  Building 
Oklahoma  City,  Oklahoma  73102 

J.  Hawley  Wilson,  Jr. 
The  Wilson  Agency 
500  City  Center 
Oklahoma  City,  Oklahoma 

Massachusetts  Mutual  Life 
Insurance  Co. 

Springfield,  Massachusetts 
Organized  1851 
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Oklahoma  State  Medical  Association 


Invisible  Time  and  Rising  Costs 

Despite  prevailing  practices  in  determining 
fees  and  reimbursing  physicians  for  pro- 
fessional services,  the  amount  of  time  a physi- 
cian spends  doing  what  he  does  represents, 
ultimately,  what  he  must  charge  for  those  ser- 
vices. Unfortunately,  this  fact  makes  it  neces- 
sary for  us  to  charge  our  patients  for  all  of  the 
time  we  spend  doing  things  which  are  essential 
to  our  viability  as  a practicing  physician  but 
which  are  not  devoted  to  the  individual  needs 
of  a particular  patient.  Such  time  is  ignored  by 
insurance  programs,  invisible  to  patients  and 
unrecognized  by  the  public.  Many  physicians 
consider  it  wasted  time,  but  hospital  adminis- 
trators and  the  bureaucrats  queued  up  behind 
them  consider  it  more  important  than  the  time 
we  spend  talking  to  patients.  Physicians’ 
families  view  it  as  time  that  should  be  shared 
with  them  — but  isn’t.  The  civic  leader  be- 
lieves it  is  time  which  the  physician  owes  his 
community  and  the  loan  officer  at  the  bank 
appraises  it  as  non-income  generating  time. 

However  it  is  perceived,  such  time  is  taken 
from  the  physician’s  day.  It  is  spent.  It  is  gone. 
It  is  not  paid  for  by  the  hospital  or  the  bureau- 
crat or  the  insurance  company  or  the  pro- 
fessional society  or  the  civic  organization.  It  is 
paid  for,  of  course,  by  the  patient  — whose  only 
benefit  from  it  is  indirect  at  best.  Every  hour  of 
invisible  time  from  a physician’s  day  increases 
the  cost  of  his  patients’  medical  care.  And 
every  year  the  amount  of  the  physician’s  time 
which  becomes  invisible  grows  by  minutes  and 
hours. 

Invisible  is  the  time  spent  attending  hospital 
staff  and  committee  meetings;  reading  and 
preparing  replies  to  insurance  underwriters’ 
inquiries;  completing  forms  for  licenses  and 
certificates;  dictating  and  signing  discharge 
summaries;  writing  prescriptions  for  new 
drugs  to  replace  withdrawn  combinations  or 
satisfy  renewal  requirements;  serving  as  an 
educator  on  a faculty  or  with  hospital  staff  in- 


service programs;  working  with  volunteer 
health  groups,  free  clinics,  youth  programs  and 
civic  organizations;  negotiating  rejected  claims 
with  patients  and  their  insurance  carriers;  re- 
viewing and  signing  orders  sent  every  month 
by  nursing  homes  caring  for  our  patients;  read- 
ing medical  journals  and  bulletins  and  letters 
from  government  agencies  and  poring  over 
massive  volumes  of  revised  codes;  attending 
meetings  of  medical  organizations,  specialty 
groups,  hospital  departments,  continuing  med- 
ical education  programs,  seminars  and  re- 
fresher courses;  conferring  with  lawyers  about 
professional  liability  matters  and  with  accoun- 
tants about  new  tax  codes  and  billing  pro- 
cedures; and  instructing  the  office  staff  about 
the  new  forms  — and  looking  for  a place  to 
store  them. 

If  you  doubt  the  impact  of  invisible  time  on 
the  cost  of  medical  care,  consider  this:  If  a new 
regulation  were  passed  which  required  that  a 
new  prescription  for  digoxin  be  written  every 
month,  and  100,000  physicians  spent  only  30 
seconds  per  month  complying  with  the  new 
regulation  as  it  pertained  to  a single  patient, 
and  the  physician  charged  only  $30  an  hour  for 
his  time  (automobile  mechanics  charge  a bit 
more),  the  resulting  total  effect  on  the  annual 
cost  of  medical  care  would  be  an  increase  of 
$300,000.  If  all  factors  resulting  from  the  new 
regulation  were  considered  — real  costs  as  well 
as  invisible  time  costs  — the  total  increase  in 
the  annual  cost  of  medical  care  would  be  about 
$6,000,000! 

Such  a regulation  would  require  that  five 
licensed  physicians  spend  their  total  pro- 
fessional lives  doing  nothing  other  than  writ- 
ing prescriptions  for  digoxin.  Lives  used  up  by 
fiat;  paid  for  by  patients  who  gain  nothing. 

Invisible  time  is  a factor  in  every  enterprise 
and  it  is  paid  for  by  everyone  wbo  patronizes 
the  enterprise.  As  demands  for  time  increase, 
costs  increase.  If  the  time  is  invisbile,  the 
reason  for  the  increase  in  costs  also  is  invisible. 

See?  — MRJ 
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In  August,  1982  a public 
opinion  survey  was  com- 
missioned by  the  Ameri- 
can Medical  Association 
and  conducted  by  a pri- 
vate research  firm  by 
telephone,  using  a ques- 
tionnaire developed  by 
that  firm  with  consulta- 
tion by  representatives  of 
the  AMA  and  OSMA.  OSMA  joined  in  the  sur- 
vey, and  403  interviews  were  conducted  with 
Oklahomans,  using  the  nationwide  topics.  Por- 
tions of  the  survey  results  were  released  to  the 
wire  services  and  published  in  many  state 
newspapers  in  November.  Unfortunately,  the 
release  by  the  wire  services  distorted  the  over- 
all results  of  the  survey,  and  contained  several 
factual  errors.  OSMA  contacted  the  wire  ser- 
vices and  the  individual  newspapers  publish- 
ing this  story,  and  did  obtain  a partial  publica- 
tion of  error  correction,  but  without  the  sen- 
sationalism of  the  original  article.  The  OSMA 
Journal  of  January,  1983  published  a special 
report  on  the  survey,  which  is  well  worth  the 
thoughtful  perusal  of  all  our  members.  Twelve 
topics  were  considered  in  the  survey,  and  all 
are  interesting,  informative  and  provocative  as 
they  compare  opinions  across  the  nation  with 
those  of  Oklahomans.  Space  does  not  permit 
comment  on  all  these  items,  and  only  a few  will 
be  considered  here. 

The  public  view  of  competition  in  medicine 
does  not  conform  to  the  physicians’  concept, 
(most  physicians  feel  that  there  are  too  many 
doctors)  since  45%  of  those  surveyed  feel  that 
the  number  of  doctors  is  about  right.  This  fig- 
ure is  stable  over  the  past  several  years,  and 
indicates  that  the  public  continues  to  perceive 
a physician  shortage  in  Oklahoma.  This  series 
of  questions  also  reveals  that  one  in  four  people 
have  obtained  medical  care  in  a clinic  setting 
(in  contrast  to  the  physician’s  office)  during  the 
past  year.  This  usage  extends  about  equally 
across  demographic  lines  of  education  and  in- 
come, and  usage  of  outpatient  facilities  is  in- 
creasing. This  appears  to  be  a major  competi- 
tive threat  to  physicians  in  the  more  tradi- 
tional forms  of  practice. 

62 


The  public  image  of  physicians  received  con- 
siderable attention,  and  a series  of  twelve 
questions  were  asked,  which  in  combination 
suggest  this  image  to  be  very  good  in  terms  of 
accessibility,  knowledge  of  medicine,  dedica- 
tion, and  humility.  The  areas  of  fees  and  in- 
come, physician/patient  interaction,  and  medi- 
cal care  provided  the  poor  and  elderly  proved  to 
be  problem  areas.  This  indicates  that  the 
physician  does  not  take  time  to  discuss  fees  and 
the  reasons  underlying  them;  the  physician 
does  not  spend  enough  time  explaining  ill- 
nesses and  treatments  to  the  patient;  inter- 
action between  patient  and  office  personnel 
other  than  the  physician  is  another  important 
facet  of  the  physician’s  image.  Approximately 
50%  of  the  respondents  believe  the  poor  and 
elderly  are  unable  to  obtain  needed  medical 
care,  although  72%  of  those  over  65  years  of 
age  feel  that  they  receive  adequate  care  in  the 
state.  This  group’s  attitude  regarding 
physician’s  fees  and  income  remains  negative 
toward  the  profession. 

Satisfaction  with  their  last  physician  visit 
was  evident  in  that  91%  were  satisfied  overall 
with  that  visit,  although  only  83%  were  con- 
tent with  the  amount  of  time  they  had  to  wait 
in  the  office,  and  87%  with  the  way  the  doctor 
explained  things  to  them.  In  the  national 
study,  satisfaction  with  every  aspect  of  the  last 
physician  visit  has  increased  over  previous 
levels.  This  finding,  in  combination  with  de- 
teriorating public  views  toward  physicians  in 
general,  suggests  that  the  public  image  of 
physicians  is  not  based  on  personal  experience. 
It  is  likely  that  media  exposure  plays  a more 
central  role  in  shaping  general  views,  while 
changes  in  physician  practice  are  more  closely 
tied  to  these  satisfaction  levels. 

The  information  in  this  survey  is  under  con- 
tinuing study  by  the  staff  of  OSMA  and  the 
Council  on  Public  and  Professional  Relations, 
and  will  be  an  important  element  in  the  forma- 
tion of  continuing  informational,  educational 
and  legislative  programs  of  your  association. 


Oklahoma  State  Medical  Association 


Leaders  in  Medicine  — 
Bruce  R.  Hinson,  MD 


Judy  Leitner 


Dr  Hinson  pounds  his  armrest  to 
emphasize  a point,  laughingly 
admitting  he  is  rarely  "in  doubt." 


His  eyes  give  him  away.  Bruce  R.  Hinson, 
MD,  Enid  surgeon,  is  one  of  those  individuals 
who  enjoys  life  to  the  fullest.  Perhaps  that’s 
because  for  more  than  half  a century  he  has 
pursued  the  only  type  of  life  he  ever  dreamed  of 
— the  practice  of  medicine. 

"I  always  wanted  to  be  a physician,  a 
surgeon,”  he  says.  "Why,  I was  always  pretend- 
ing to  be  a doctor  when  I was  a boy.  I played  I 
was  making  house  calls  with  my  toy  cars.” 

The  son  of  a surgeon.  Dr  Hinson  knew  first- 
hand the  type  of  commitment  that  is  required 
of  a physician.  "The  only  reason  a guy  should 
practice  medicine  is  because  he  doesn’t  want  to 
do  anything  else,”  he  says. 

"You  shouldn’t  do  it  to  earn  a living.  It  has  to 
be  more  than  that  or  it’s  no  good,”  he  said. 
"Any  job  should  be  at  least  50  percent  fun  or 
you  shouldn’t  do  it.  That’s  what  I tell  all  my 
patients. 

"I’ve  had  more  fun  practicing  medicine  than 
anyone  else  I know,”  he  said. 

Although  he  voluntarily  quit  doing  surgery 
at  age  72,  Dr  Hinson  has  no  intention  of  giving 
up  his  practice  which  includes  patients  who 
have  been  with  him  40  years  or  more. 
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He  maintains  office  hours  three  and  one-half 
days  a week.  His  office,  across  the  street  from 
Enid’s  St  Mary’s  Hospital,  is  built  on  the  site  of 
Hinson’s  childhood  home.  His  father,  Tolbert 
Hinson,  MD,  once  owned  the  hospital. 

Tolbert  Hinson,  also  a surgeon,  moved  his 
family  to  Enid  in  1915  to  head  up  Enid  Springs 
Hospital.  Prior  to  that,  he  had  practiced  first  in 
Fletcher  and  then  in  Thomas,  Oklahoma. 

Dr  Bruce  Hinson  was  born  in  Bono,  Arkan- 
sas, August  4,  1906,  and  was  only  a few  months 
old  when  his  family  moved  to  Oklahoma.  He 
has  lived  most  of  his  life  in  Enid  and  attended 
Phillips  University  and  the  University  of 
Oklahoma. 

He  received  his  medical  degree  from  North- 
western University,  Chicago,  in  1932,  served  a 
one-year  internship  at  St  Louis  City  Hospital, 
then  returned  to  Enid  to  complete  a preceptor- 
ship  in  surgery  under  his  father  and  Raymond 
Jacobs,  MD. 

Dr  Hinson’s  father  died  at  the  age  of  56,  but 
the  two  doctors  Hinson  practiced  together  until 
the  death  of  the  elder.  Dr  Bruce  Hinson  con- 
tinued to  work  with  Dr  Jacobs  until  Jacobs’ 
death  six  years  ago. 


Neither  of  Dr  Bruce  Hinson’s  two  sons 
elected  to  keep  up  the  family’s  medical  tradi- 
tion. His  elder  son,  Bruce,  is  a professor  of 
journalism  at  OU,  and  his  younger  son,  Brian, 
is  a funeral  director  in  Enid. 

Dr  Hinson  has  been  a fellow  of  the  American 
College  of  Surgeons  since  1940.  He  served  as 
president  of  the  Oklahoma  State  Medical  As- 
sociation in  1954-1955.  During  his  term,  the 


’’  'The  only  reason  a guy 
should  practice  medicine  is 
because  he  doesn’t  want  to  do 
anything  else.’  ” 


association  worked  with  the  OU  medical  school 
to  establish  a preceptorship  program  for  medi- 
cal students. 

"We  also  bought  the  property  where  the  as- 
sociation is  now  located.  We  bought  it  for  prac- 
tically nothing,’’  he  recalls,  adding  there  was 
quite  a controversy  over  whether  to  pay  it  off 
quickly  or  to  go  to  long-term  financing.  Dr 
Hinson  was  honored  with  a life  membership  in 
the  state  medical  association  in  1981. 

Dr  Hinson  was  head  of  the  Garfield  County 
Medical  Society  in  1952  during  the  national 
polio  epidemic.  During  his  tenure,  the  county 
association  participated  in  a county-wide  im- 
munization program. 

"St  Mary’s  hospital  was  the  first  state  gen- 
eral hospital  to  take  care  of  polio  patients,’’  Dr 
Hinson  says  with  pride. 

Dr  Hinson’s  military  service  during  World 
War  II  made  an  impression  that  he  carries 
with  him  to  this  day.  He  entered  the  US  Army 
Medical  Corps  in  July  1942  with  the  rank  of 
captain.  Before  he  was  discharged  in 
November  1945,  he  had  risen  to  the  rank  of 
lieutenant  colonel  and  had  spent  months  near 
the  front  in  Europe  as  chief  of  a mobile  surgical 


Dr  Hinson  boasts  he  has  had 
"more  fun  practicing  than  anyone  I 
know." 
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Helen  York,  left,  his  office  One  of  his  attributes,  Hinson  says, 

manager,  and  Audrey  Stratton.  LPN  is  his  ability  to  listen  to  his  patients, 

center,  assist  Dr  Hinson  in  his 
practice  which  he  has  cut  back  to 
three  and  one-half  days  a week. 


team  consisting  of  a nurse,  anesthesiologist 
and  two  technicians. 

He  was  part  of  a force  that  arrived  at 
Buchenwald,  a Nazi  death  camp  for  Jewish 
prisoners,  one  day  after  it  had  been  liberated. 

"When  we  arrived,  some  of  the  bodies  were 
still  bleeding  and  the  ovens  were  still  going,” 
he  said.  "The  bodies  were  in  stacks  twice  as  big 
as  this  room,”  he  added,  referring  to  his  office 
which  was  at  least  nine  feet  wide  and  12  feet 
long. 

In  writing  of  the  camp  to  his  wife,  Elizabeth, 
Dr  Hinson  reported  that  50,000  people  were  in 
a space  which  he  said  was  smaller  than  "our 
airfield  at  home.” 

"We  saw  buildings  that  you  could  hardly  put 
100  men  in,  and  they  housed  700.  Other  rooms 
about  80  by  80  feet  were  used  by  1,000  men,” 
he  wrote. 

"The  people  were  fed  very  little  and  looked 


Judy  Leitner  received  her  Bachelor  of  Arts 
degree  in  Journalism  from  the  University  of 
Oklahoma  in  1969  where  she  was  listed  on  the 
Dean’s  Honor  Roll.  She  has  been  a writer  and 
reporter  for  various  publications  in  Oklahoma 
and  Washington,  DC  and  the  recipient  of  many 
honors  and  awards. 


as  pictures  you  have  seen  of  starving  people, 
except  they  were  moving  around.” 

Dr  Hinson  was  assigned  to  a base  in  England 
for  two  months  before  the  invasion  of  Europe 
by  Allied  Forces  at  Omaha  Beach.  His  group 
arrived  on  Omaha  Beach  ten  days  after  D-Day. 

Dr  Hinson  was  assigned  to  the  Fourth  Aux- 
iliary Surgery  Group  attached  to  the  Third 
Army. 

He  was  assigned  to  a field  hospital  in  Sudan, 
France,  at  the  time  of  the  Battle  of  the  Bulge. 
"After  Patton  and  the  Battle  of  the  Bulge,  it 
took  some  of  the  wounded  as  long  as  seven  days 
to  make  it  to  our  facilities.” 

He  said  that  during  a ten- month  period 
while  close  to  the  European  front,  he  per- 
formed more  than  1,500  operations.  Although 
he  remembers  well  the  36-hour  shifts,  it  is  the 
youth  of  his  surgical  patients  and  the  manda- 
tory amputations  that  still  haunt  Dr  Hinson. 

"Most  of  them  were  just  kids  in  their  early 
twenties,”  he  relates,  with  the  memories  of  40 
years  ago  bringing  a slight  mist  to  his  eyes. 
Then,  obviously  searching  to  find  something 
light  to  say  about  the  experience,  his  usual 
look  of  good  humor  returns,  and  he  says  jok- 
ingly, "Well,  at  least,  at  the  time  we  arrived  at 
Omaha  Beach  we  didn’t  have  to  dig  our  own 
foxholes.” 

His  sense  of  fun  is  a trademark.  He  shared  a 
recent  experience  with  a longtime  patient  that 
illustrates  that  sense. 
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"One  morning,  not  too  long  ago,  I got  a call  at 
2 AM  from  a woman  who  has  been  my  patient 
for  many  years,”  he  said.  "She  said  she  had  a 
problem.  Everytime  she  turned  on  the  faucet  in 
the  kitchen,  she  got  a shock.  She  wanted  to 
know  what  to  do  about  it. 

"I  asked  if  the  same  thing  happened  in  the 
bathroom.  She  said  she  didn’t  know  so  I told 
her  to  go  give  it  a try.  When  she  reported  that 
she  received  no  shock  when  she  turned  on  the 
bathroom  facuet,  I told  her  what  she  needed 
was  an  electrician  or  a plumber.  I asked  why 
she  was  calling  me. 

"She  said  she  knew  she  didn’t  need  a doctor 
but  she  didn’t  know  who  else  to  call  at  that 
time  of  the  morning,”  he  laughed. 

In  1949,  the  Enid  Eagle  carried  a story  that 
reflects  the  doctor’s  sense  of  humor  and  his 
ability  to  cope.  As  the  story  goes.  Dr  Hinson,  an 
avid  bird  hunter,  had  been  having  his  sleep 
routinely  interrupted  by  his  new  birddog  pup. 

After  several  nights  of  getting  up  in  the 
middle  of  the  night  to  quiet  the  barking  canine, 
a very  light  sleeper  and  disturbed  by  the  sligh- 
test noise  in  the  neighborhood.  Dr  Hinson  had 
had  enough.  Thanks  to  a little  ingenuity  and 
an  intercom  system  similar  to  that  used  in  his 
office,  he  was  able  to  solve  the  problem.  He 
installed  an  intercom  at  his  bedside  and  one  in 
the  doghouse.  Everytime  the  dog,  whose  name 


” 'When  we  arrived,  some  of  the 
bodies  were  still  bleeding  and 
the  ovens  were  still  going,’  he 
said.  'The  bodies  were  in  stacks 
twice  as  big  as  this  room.’  ” 


was  Speck,  began  to  raise  a ruckus,  he  would 
flip  the  switch  and  tell  him  to  quiet  down. 

One  afternoon.  Dr  Hinson  spotted  his  neigh- 
bor, Julian  Feild,  MD,  out  in  an  area  of  the 
Feild  backyard  near  Speck’s  house.  Dr  Hinson 
still  laughs  gleefully  as  he  relates  how  he  ran 
upstairs  and  switched  on  the  intercom  to  greet 
Dr  Feild,  speaking  as  if  it  were  Speck. 

"After  I said,  'Hello  Dr  Feild,  my  name  is 
Speck,’  he  began  looking  around  and  holler- 
ing, 'Bruce,  where  are  you?’  until  I broke  up 
laughing,”  he  said. 


Hinson  still  remembers  the  horror 
of  the  Nazi  death  camps  at  the 
close  of  the  war. 


Times  have  certainly  changed  during  the 
more  than  50  years  of  his  medical  career.  Dr 
Hinson  says.  "When  I was  in  medical  school, 
the  only  vitamins  we  knew  much  about  were  C 
and  D.”  He  predicts  the  medical  profession  will 
be  forced  to  change  even  more  in  the  future.  He 
said  that  during  his  father’s  day,  all  doctors 
made  housecalls.  His  own  father  started  his 
practice  making  calls  by  horse  and  buggy,  and 
later  in  a 1913  Buick  which  Dr  Hinson  recalls 
fondly,  even  though  it  didn’t  have  a heater.  As 
the  competition  among  doctors  for  patients  es- 
calates, patients  will  be  better  served,  he  be- 
lieves, and  housecalls  may  be  a thing  of  the 
future  as  well  as  the  past,  Hinson  said. 

For  15  years,  from  1952  until  1967,  Dr  Hin- 
son was  a member  of  the  Blue  Shield  Advisory 
Board.  "I  fought  the  government  the  whole 
time,  too,  and  what  we  feared  then  (socialized 
medicine)  is  going  to  come  about,”  he  said. 

"We’re  digging  our  own  graves  because 
prices  just  keep  going  up  and  up,”  he  said  of  the 
costs  of  medical  care.  One  wa>  doctors  can  help 
reduce  costs  is  to  take  time  to  listen  to  their 
patients.  "Eighty-five  percent  of  patients  can 
be  seen  and  treated  generally,”  he  said,  em- 
phasizing his  contention  that  much  of  the  med- 
ical specialization  prevalent  today  is  not  really 
necessary. 
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"Of  course,  there  are  some  specialties  that 
are  really  necessary  — such  as  neurosurgery. 

"Medical  education  has  become  so  cockeyed 
expensive  that  only  those  who  have  money  can 
afford  it,”  he  said,  adding  that  it  is  a situation 
he  thinks  will  ultimately  be  harmful. 

"There  is  so  much  to  learn,  it’s  frightening. 
It’s  just  impossible  to  keep  up  with  all  that’s 
known  now,”  he  sighed. 

As  he  paused  to  sip  his  coffee,  a smile  spread 
across  his  face.  "One  of  my  friends  says  of  me, 
'Bruce  may  not  always  be  right,  but  at  least 
he’s  never  in  doubt,’  ” he  laughed.  "That’s  true, 
too.” 

Illustrating  his  point  about  listening  to  his 
patients.  Dr  Hinson  says  he  once  correctly 
diagnosed  a ruptured  appendix  just  by  talking 
to  his  patient  by  telephone.  Although  he  be- 
lieves diagnostic  tests  are  important,  they  are 
often  expensive  and  cannot  supplant  adequate 
doctor-patient  communication. 

Dr  Hinson’s  office  is  full  of  mementoes  of  his 
medical  achievements  and  of  pictures  of  his 
seven  grandchildren.  He  is  also  a great  grand- 
father. Gifts  from  patients  are  scattered  about 
the  office  and  reflect  his  longtime  interest  in 
bird  hunting. 

Among  his  office  appointments  is  a pheasant 
done  in  copper  relief  by  son  Bruce  when  he  was 
about  seven  years  of  age.  The  pheasant  was  the 
bird  Dr  Hinson  most  liked  to  hunt. 

There  is  also  a painting  of  a pheasant  done 
by  a patient  who  was  89  years  old  at  the  time 
she  did  it.  She  had  had  cataracts  for  a number 
of  years  and  Dr  Hinson  finally  convinced  her  to 
have  surgery.  She  was  so  grateful  following  the 
successful  surgery,  that  she  painted  the  pheas- 
ant picture  for  him. 


Hinson  checks  over  longtime 
patient  Dwight  Davis,  the 
pharmacist  in  the  building 
where  Hinson  practices. 
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Dr  Hinson  met  the  girl  who  would  become 
his  wife,  Elizabeth,  when  they  were  in  the 
eighth  grade.  They  have  been  married  48 
years.  "I  practiced  just  long  enough  to  get  a 
practice  going  before  I asked  her  when  she  was 
going  to  marry  me,”  he  says. 

Mrs  Hinson  is  a gradute  of  Kansas  Univer- 
sity, where  she  received  a bachelor’s  degree, 
and  of  Columbia  University,  where  she  earned 


’'As  the  competition  among  doc- 
tors for  patients  escalates,  . . . 
housecalls  may  be  a thing  of  the 
future  as  well  as  the  past.” 


a master’s  in  English.  She  was  teaching  at 
Stephens  College  in  Missouri  prior  to  their 
marriage. 

One  of  the  finest  forms  of  recreation  for  Dr 
Hinson  has  been  listening  to  his  wife  read 
aloud.  "During  our  marriage,  she  must  have 
read  ten  million  words  to  me.  She  used  to  read 
whenever  we  were  in  the  car.  She  has  read 
until  she  almost  ruined  her  voice.” 

The  couple  is  particularly  fond  of  detective 
stories,  historical  novels  and  the  Bible.  "She 
can  just  read  for  hours  and  I love  to  listen,”  he 
said.  "Reading  is  one  of  the  most  important 
things  there  is.” 

Although  his  very  active  practice  kept  him 
extremely  busy  and  away  from  home  a good 
deal  of  the  time,  Mrs  Hinson  made  sure  the 
family  ate  the  evening  meal  together 
whenever  possible. 
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"She  would  have  the  kids  wait  until  I got 
home  to  eat  — it  would  be  anywhere  between 
7:30  to  9 PM,”  he  recalled.  "They  would  be 
upset  when  the  phone  would  ring  during  din- 
ner.” 

Old  habits  are  hard  to  break  for  Dr  Hinson. 
Although  he  plans  to  keep  working  until  he  is 
no  longer  able  to  do  so,  and  he  has  slowed 
down,  he  still  wakes  up  most  mornings  by  5:30 
AM.  "I  got  up  at  that  time  forever,  but  now,  I 
stay  in  bed  until  6:30  AM.” 

He  still  sees  between  20  and  40  patients  per 
workday.  He  does  primary  health  care  and  re- 
fers many  patients  to  other  physicians.  He  will 
perform  very  minor  surgery  in  his  office  and 
makes  emergency  room  calls.  He  also  makes 
rounds  each  day  at  St  Mary’s,  where  so  much  of 
his  career  has  been  spent. 

Dr  Hinson  himself  determined  when  he 
should  quit  doing  surgery,  his  first  love  in 
medicine.  "I  just  thought  that  I shouldn’t  do  it 
after  I turned  72.  No  one  should  do  it  at  that 
age,  it’s  just  too  hard  work,”  he  explained. 

He  says  he  can’t  retire  completely  for  several 
reasons.  "I  would  go  wacky.  I’m  just  too 
jumpy.”  Also,  he  jokes  that  his  wife  won’t  allow 
it.  "Besides,  I’ve  seen  too  many  of  my  friends 
who  retire  with  nothing  to  do  and  soon  they  get 
sick,  their  bowels  won’t  move  and  they  can’t 
get  along  with  their  wives.” 

As  with  most  other  dedicated  physicians  of 
his  era,  he  had  little  time  for  hobbies  and  in- 
terests outside  medicine.  His  one  hobby  was 


'We’re  digging  our  own  graves 
because  prices  just  keep  going 
up  and  up,’  he  said  of  the  costs  of 
medical  care.” 


bird  hunting,  but  he  gave  it  up  more  than  a 
year  ago.  "It  became  work.  It  was  no  longer 
fun,  so  I quit,”  he  said.  "I  just  gave  my  dog 
away.  I don’t  like  yard  work,  fishing,  sports  or 
anything  like  that.  I never  have,”  he  said.  "In 
fact,  when  I was  a kid,  I used  to  hire  a neighbor 
boy  to  mow  the  yard  for  me.  I worked  a double 
shift  at  the  drug  store  to  pay  him. 

"I  think  people  should  work  as  long  as  they 
can  unless  they  have  something  to  replace  it 
with.  I don’t,”  he  said. 

Dr  Hinson  has  managed  to  hang  on  to  his 


Hinson  enjoys  his  coffee  while 
counseling  a patient. 


office  staff  for  a number  of  years.  In  fact,  in  all 
his  years  of  practice,  he  has  had  only  two  office 
managers.  The  current  one,  Helen  York,  has 
been  with  him  42  years.  She  came  to  work  for 
Hinson  when  a friend  who  was  working  for  the 
doctor  moved  to  California.  Their  working  re- 
lationship has  lasted  so  long  because,  "I  do  ex- 
actly what  she  tells  me  to,”  Hinson  claims  with 
a twinkle  in  his  brown  eyes. 

His  nurse,  Audrey  Stratton,  LPN,  and  Dora 
Lu  Freeman,  secretary  who  works  part-time, 
have  been  with  him  seven  and  seventeen  years 
respectively. 

Mrs  York  says  her  boss  has  mellowed  greatly 
in  the  last  15  years.  She  says  his  straight- 
forward manner  and  honesty  have  cost  him 
some  patients  over  the  years. 

"He’ll  shield  his  patients  whenever  he  can, 
but  he  won’t  lie  to  them,”  she  said.  Asked  what 
one  word  she  would  use  in  describing  Dr  Hin- 
son, she  thought  for  a moment  and  replied, 
"Honesty.”  Asked  the  same  question,  Mrs 
Stratton  used  the  term  "straightforward.” 

She  added  the  doctor  is  never  afraid  to  say  he 
doesn’t  know  if  he  is  unsure  of  a medical  diag- 
nosis. It  is  evident  both  women  take  pride  in 
working  with  Dr  Hinson. 
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Mrs  York  said,  "He  has  always  worked  and, 
until  recently,  he  wasn’t  home  much.  He 
worked  every  day  of  the  week,  even  Satur- 
days.” 

As  we  were  closing  the  interview  which  Dr 
Hinson  told  us  at  the  beginning  he  wanted  to 
get  over  with  "as  soon  as  possible,”  he  couldn’t 
resist  advising  this  writer  to  get  busy  and  get 
on  a diet. 

"I  can’t  stand  obesity,”  he  said  emphatically. 
"It  kills  more  people  than  any  other  type  of 
abuse  — including  alcoholism.  And  for  most 
people,  it  is  a matter  of  too  high  a caloric  in- 
take.” 

He  then  grinned  and  joked  that  his  proclivity 
for  saying  what  he  thinks  gets  him  into  trouble 
from  time  to  time.  "I  don’t  have  any  men 
friends  and  very  few  women  friends,  I guess 
because  I’m  always  telling  them  what  I think,” 
he  laughed. 

Never  a joiner.  Dr  Hinson  maintains  his 
memberships  in  the  state  and  county  medical 
associations,  the  American  Medical  Associa- 


tion and  is  an  emeritus  member  of  the  South- 
ern Medical  Association.  He  and  his  wife  are 
active  in  the  Presbyterian  Church  and,  other 
than  his  family  and  friends,  he  has  few  other 
interests. 

He  and  his  wife  used  to  travel,  but  she  be- 
came disabled  a few  years  ago  and  "we  haven’t 
been  anywhere  farther  than  Oklahoma  City 
since.”  During  their  traveling  days,  they  vis- 
ited every  state,  India,  Australia,  New  Zea- 
land, Europe  and  Russia. 

He  says  he  was  a New  York  Yankee  fan  until 
the  baseball  strike  a couple  of  seasons  ago 
caused  him  to  lose  interest. 

One  thing  he  will  never  lose  interest  in  is 
fun.  His  motto  is,  if  it  isn’t  fun,  don’t  do  it. 
Thousands  of  people  in  northwest  Oklahoma 
are  glad  that  practicing  medicine  has  been  fun 
for  Dr  Hinson. 

Judy  Leitner,  3505  Meadowbrook  Drive,  Midwest  City,  OK 
73110. 

Photographs  by  Donald  Norris. 
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Shigellosis  Complicated  By 
Klebsiella  Sepsis 


MEL  CLARK,  MD, 
MARK  MORAN,  MD, 
HAROLD  G.  MUCHMORE,  MD 


A 96-year-old  patient  was  hospitalized  with 
Shigella  sonnei  dysentery.  Gram-negative 
shock  ensued,  and  blood  cultures  yielded 
Klebsiella  pneumoniae.  Klebsiella 
bacteremia  complicating  shigellosis  has 
been  described  in  children  but  has  not 
previously  been  reported  in  an  adult  patient. 

Bacteremia  is  a rare  complication  of  shigel- 
losis and  is  usually  due  to  the  shigella  species 
responsible  for  the  dysentery.  This  shigella 
bacteremia  is  usually  undetectable  clinically 
and  appears  to  be  unrelated  to  the  severity  of 
the  disease.*’  - Septicemia  due  to  various  en- 
teric organisms  is  even  rarer  and  has  been 
documented  previously  only  in  children,^’  ^ but 
in  this  age  group  appears  to  constitute  a clini- 
cally recognizable  syndrome.  This  report  de- 
scribes an  adult  patient  whose  shigellosis  was 

From  the  Department  of  Internal  Medicine,  College  of  Medicine,  University 
of  Oklahoma  Health  Sciences  Center  and  Veterans  Administration  Medical 
Center.  Oklahoma  City. 
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complicated  by  Klebsiella  bacteremia  and  en- 
suing septic  shock.  His  course  was  strikingly 
similar  to  that  previously  reported  in  children. 

Case  Report 

A 96-year-old  American  Indian  male  pre- 
sented to  the  VA  Medical  Center,  Oklahoma 
City,  Oklahoma,  with  a two-day  history  of 
fever  and  bloody  diarrhea.  A 9-year-old  great 
granddaughter  in  the  household  was  ill  with 
fever  but  no  diarrhea.  There  was  no  other  his- 
tory of  exposure  to  infection.  The  patient  was 
alert.  His  temperature  was  103°  F and  the 
blood  pressure  on  admission  was  130/70.  There 
was  no  skin  rash  or  adenopathy.  The  abdomen 
was  soft  and  non-tender  with  normal  bowel 
sounds.  There  were  no  other  pertinent  positive 
physical  findings.  The  white  blood  cell  count 
was  24,000/mm*^  with  61%  mature  neutrophils 
and  21%  band  forms.  Stool  examination  re- 
vealed mucus,  red  cells  and  numerous  leuko- 
cytes with  neutrophils  predominating.  An  un- 
prepared proctoscopic  examination  to  20 
centimeters  revealed  petechial  hemorrhages 
and  a small  amount  of  mucopurulent  material. 
Abdominal  films  revealed  no  abnormalities; 
the  chest  x-ray  showed  a small  amount  of  basi- 
lar fibrosis.  A presumptive  diagnosis  of  shigel- 
losis was  made,  and  intravenous  fluids  and 
ampicillin  (2g  intravenously  per  24  hours) 
were  given.  Two  blood  cultures  drawn  at  the 
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time  of  admission  yielded  no  pathogens.  Stool 
cultures  were  obtained. 

The  patient  improved  during  the  third  and 
fourth  days  of  his  illness  (first  and  second  hos- 
pital days).  His  temperature  returned  to  nor- 
mal and  the  diarrhea  subsided.  Late  in  the 
fourth  day  of  his  illness  he  suffered  a shaking 
chill  and  spiked  a temperature.  To  102°  F. 
The  white  blood  cell  count  increased  to 


’’Shigellosis  continues  to  be  a 
common  disease  in  the  United 
States  despite  high  hygienic 
standards.” 


32, 000/mm. ^ He  complained  of  upper  abdomi- 
nal pain.  Blood  pressure  dropped  to  70/40  and 
urine  output  fell.  A diagnosis  of  septic  shock 
was  made.  After  obtaining  two  separate  blood 
cultures,  2g  of  methylprednisolone  were  given 
intravenously.  The  results  of  stool  cultures 
taken  at  admission  became  available  at  this 
time  and  revealed  Shigella  sonnei  resistant  to 
ampicillin.  Antibiotic  therapy  was  changed  to 
cephalothin  and  tobramycin.  Both  blood  cul- 
tures drawn  at  the  onset  of  septic  shock  grew 
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Klebsiella  pneumonia.  Stool  cultures  from  hos- 
pital days  three  and  four  revealed  no  patho- 
gens. After  24  hours  of  antibiotic  therapy  there 
was  no  clinical  evidence  of  shock  and  the  pa- 
tient recovered  uneventfully.  Antibiotics  were 
discontinued  on  the  tenth  hospital  day,  and  the 
patient  remained  asymptomatic.  He  was  dis- 
charged after  14  days  of  hospitalization. 

Discussion 

Shigellosis  continues  to  be  a common  disease 
in  the  United  States  despite  high  hygienic 
standards.  The  Center  for  Disease  Control  rec- 
orded 19,511  cases  in  1978,  and  the  true  inci- 
dence is  undoubtedly  higher.  The  disease  is 
usually  self-limited  and  without  serious  com- 
plications or  sequelae.’’  ^ 

Five  cases  of  Shigellosis  complicated  by  en- 
teric sepsis  have  been  reported  in  children. 
Neglia  et  aP  reported  two  patients  with 
Shigella  sonnei  dysentery  who  developed  sec- 
ondary Klebsiella  septicemia.  Haltalin  and 
Nelson"*  have  reported  three  cases  of  shigellosis 
with  secondary  Aerobacter  sepsis,  one  of  which 
had  concomitant  Escherichia  coli  sepsis  as 
well.  In  addition,  Barrett- Connor  and  Connor* 
reported  three  cases  of  pneumococcal  bac- 
teremia complicating  Shigella  diarrhea,  but 
two  of  these  patients  had  associated  pneu- 
monitis. 

The  clinical  course  exhibited  by  the  patients 
was  remarkably  similar  and  appears  to  repres- 
ent a clinically  recognizable  syndrome.  Com- 
paring our  adult  patient’s  course  with  that  of 


’’One  hypothesis  is  that  the 
characteristic  mucosal  ulcera- 
tions seen  in  shigella  dysentery 
permit  the  organisms  to  gain 
access  to  the  bloodstream.” 


the  younger  patients  reveals  striking 
similarities.  All  patients  presented  with  fever 
and  diarrhea,  and  the  diagnosis  of  shigellosis 
was  made  by  stool  culture.  Admission  blood 
cultures  were  invariably  negative.  Fluid  re- 
placement and  antibiotics  were  begun,  and  the 
initial  course  was  one  of  steady  improvement, 
with  decrease  in  diarrhea  and  abdominal  pain, 
and  defervescence.  On  the  third  to  sixth  day  of 
the  illness  septicemia  appeared  abruptly,  with 
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spiking  fever,  leukocytosis  and  occasionally 
abdominal  pain,  prompting  the  second  set  of 
blood  cultures  which  produced  the  responsible 
organism. 

The  pathogenesis  of  this  complication  is  un- 
known. One  hypothesis  is  that  the  characteris- 
tic mucosal  ulcerations  seen  in  Shigella  dysen- 


”The  clinical  course  exhibited 
by  the  patients  was  remarkably 
similar  and  appears  to  repre- 
sent a clinically  recognizable 
syndrome.” 


tery  permit  the  organisms  to  gain  access  to  the 
bloodstream.  The  fact  that  all  reported  cases  of 
non-Shigella  sepsis  complicating  shigellosis 
(excluding  the  cases  of  pneumococcal  sepsis  as- 
sociated with  pneumonitis)  are  due  to  enteric 
organisms  supports  this  hypothesis.  Although 


the  possibility  of  decreased  host  resistance  was 
not  evaluated  in  our  patient,  this  seems  un- 
likely in  view  of  his  previous  excellent  health. 

We  have  found  no  previous  reports  of  this 
complication  of  shigellosis  in  adult  patients. 
Awareness  and  early  recognition  of  this  clini- 
cal syndrome,  which  most  often  begins  with  a 
"secondary”  temperature  elevation  after  three 
to  six  days  of  clinical  improvement,  are  of  obvi- 
ous importance.  Such  a course  is  unusual  in 
other  types  of  diarrheal  processes.  When  con- 
fronted with  such  a presentation,  the  physician 
should  obtain  blood  cultures  and  begin  therapy 
for  gram  negative  sepsis.  The  early  institution 
of  such  therapy  may  be  life-saving,  particu- 
larly in  the  elderly  patient. 
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Postmortems  and  the  Growth  of  Modern 
Medical  Knowledge  in  19th  Century 

Europe 


VINCENT  J.  KNAPP,  PhD 

Postmortems  were  much  more  critical  to  the 
advance  of  scientific  medicine  in  19th  century 
Europe  than  has  previously  been  emphasized. 

This  was  true  of  tuberculosis 
and  other  diseases. 

Modern  medical  science  was  born  during  the 
19th  century.  During  the  early  part  of  the 
1800s  in  Europe,  medical  researchers,  inspired 
by  major  discoveries  being  made  by  French 
physicians,  not  only  pioneered  the  develop- 
ment of  modern  physiology  but  also  went  on  to 
analyze  the  pathological  course  of  many  dis- 
eases within  the  body.^  Most  of  these  new  dis- 
coveries would  have  been  held  up  for  decades 
had  it  not  been  for  the  growing  practice  of  ex- 
ploratory postmortems.  In  the  more  sec- 
ularized atmosphere  of  the  early  1800s,  the 
former  religious  prohibitions  against  autopsies 
were  finally  beginning  to  fall  away.  And  once 
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they  did,  modern  medical  science  had  its  first 
real  opportunity  to  explore  the  organic  and 
neurological  consequences  of  disease. 

So  many  gigantic  breakthroughs  occurred  in 
the  19th  century,  ranging  from  Jenner’s  dis- 
covery of  vaccination  to  Koch’s  unparalleled  ef- 
forts in  the  area  of  bacteriology,  that  the  sig- 
nificance of  the  growth  of  postmortems  could 
easily  be  overlooked.  Yet,  monumental  gains 
were  forthcoming  in  this  new  and  obviously 
vital  area  of  medicine.  It  is  true  that  most  of 
the  new  knowledge  that  was  being  developed 
from  autopsies  involved  tuberculosis,  increas- 
ingly the  number  one  killer  of  the  age.  But 
even  beyond  this,  autopsies  would,  for  the  first 
time  in  European  history,  point  to  the  deep- 
seated  consequences  of  syphilis.  They  also  pin- 
pointed the  impact  that  cholera  could  have 
upon  the  intestines.  And  without  the  wide- 
spread use  of  postmortems,  the  medical  profes- 
sion never  would  have  understood  just  how 
prevalent  typhus  actually  was  in  the  cities. 

Precursors 

There  were,  of  course,  numerous  physicians 
who  in  the  past  had  defied  conventions  and  had 
gone  ahead  and  performed  postmortems. 
Among  them  was  the  famous  Dutch  physician 
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Sylvius  de  le  Boe.  In  the  1670s,  Sylvius  took 
note  of  the  growing  incidences  of  tuberculosis 
within  the  general  population  and  consciously 
turned  to  autopsies  in  an  attempt  to  find  out 
more  about  this  growing  threat.  As  a result  of 
his  studies,  Sylvius  was  among  the  first  to  in- 
form Europeans  that  tuberculosis,  or  phthisis 
as  it  was  then  called,  was  primarily  a disease  of 
the  lungs.  Commenting  about  the  tuberculosis 


’'Without  the  widespread  use 
of  postmortems,  the  medical 
profession  never  would  have 
understood  just  how  prevalent 
typhus  actually  was  in  the 
cities.” 


that  he  had  discovered  in  numerous  victims,  he 
declared:  "I  found  more  than  once  larger  and 
smaller  tubercles  in  the  lungs,  which  on  sec- 
tion were  found  to  contain  pus.  From  these 
tubercles  I hold  that  not  infrequently  phthisis 
has  its  origin. ”2 

A few  decades  after  this,  the  well-known 
English  physician  Robert  Morton  was  able  to 
prove,  after  conducting  his  own  autopsies,  that 
in  cases  of  pulmonary  tuberculosis  the  pleura 
were  nearly  always  inflamed.^  Meanwhile,  in 
Italy,  yet  another  important  breakthrough  was 
made  when  Georgia  Morgagni  discovered,  after 
working  on  cadavers,  that  syphilis  was  indeed 
a generalized  and  not  a localized  disorder.^ 

The  French  School 

For  nearly  a century  after  this,  the  value  of 
postmortems  was  deemphasized,  only  to  be  re- 
vived by  the  French  school  of  medicine  in  the 
early  part  of  the  19th  century.  Among  those 
whose  names  stand  out  and  who  made  unpre- 
cedented contributions  to  the  revolution  in 
medical  knowledge  that  was  then  taking  place 
were  two  Frenchmen,  Gaspard- Laurent  Bayle 
and  Rene  Laennec.  Between  them,  these  two 
medical  researchers  conducted  hundreds  of  au- 
topsies, all  a part  of  their  effort  to  find  out  more 
about  tuberculosis. 

As  a result  of  Bayle’s  investigations  this 
noted  French  physician  was  able  to  discover 
that  pulmonary  tuberculosis  had  three  discern- 


ible stages,  the  latter  stages  of  which  were,  he 
thought,  both  irreversible  and  terminal.® 
Laennec’s  research  produced  even  more  as- 
tonishing results.  For  prior  to  this  time,  it  had 
been  almost  universally  assumed  that  tuber- 
culosis was  an  incurable  disease,  a proposition 
that  even  the  great  Bayle  agreed  with.  But 
Laennec  remained  unconvinced  by  this  theory. 
In  fact,  after  examining  the  scar  tissue  on  the 
lungs  of  a large  number  of  people,  he  became 
convinced  of  just  the  opposite.  Describing  in 
the  1810s  what  were  surely  very  unorthodox 
views,  Laennec  commented: 

After  I was  convinced  of  the  possibility  of 
cure  in  the  case  of  ulcerations  of  the 
lungs,  I began  to  fancy  that  nature  might 
have  more  ways  than  one  of  accom- 
plishing this  end,  and  that  in  certain 
cases  the  excavations  might  cicatrize 
[heal]  in  the  same  manner  as  ...  in 
other  organs.® 

Laennec  had  demonstrated  very  early  on 
what  others  had  not  even  suspected,  that 
tuberculosis  was  a curable  disease. 

The  Study  of  Tuberculosis 

The  work  that  was  being  done  by  Bayle  and 
Laennec  soon  had  its  repercussions  on  the 
other  side  of  the  Channel  in  England.  Here,  Dr 
Henry  Southey,  along  with  others,  knew  that 
they  could  identify  pulmonary  tuberculosis  as 
the  cause  of  death  by  certain  telltale  signs  on 
the  lungs.  Stating  the  obvious,  Southey 
pointed  out  that  "on  examination  the  lungs  of 
those  who  have  died  of  strumous  phthisis,  a 
number  of  vomicae  are  . . . found  of  different 
sizes;  a whole  lobe  and  sometimes  the  entire 
lung  on  one  side  will  be  found  filled  with  them, 
small  portions  of  lung  in  a sound  state 
intervening.”'^ 

For  a number  of  decades  after  this,  it  was 
thought  that  these  vomicae  or  lesions  had  to  be 
large  in  size,  but  in  1843  the  research  of 
another  English  physician,  William  Addison, 
disproved  this  assumption.  Functioning  as  a 
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coroner,  Addison  began  to  examine  the  lung 
tissue  of  those  who  were  suspected  of  having 
died  of  tuberculosis.  Speaking  of  his  experience 
in  this  area,  he  commented: 

On  examining  the  lungs  they  appeared  to 
be  quite  healthy,  ...  of  the  normal  light 
pink  hue;  no  tubercles  could  be  detected 
by  the  touch,  and  all  of  the  sections  that 
were  made  swam  in  water.  After  two 
days’  soaking,  the  sections  were  slightly 
extended,  and  examined  by  lens  when  a 
great  many  tubercles  were  discovered.® 
What  these  postmortems  being  done  by 
Addison  and  others  were  proving,  of  course, 
was  that  pulmonary  tuberculosis  was  much 
more  extensive  in  European  society  than  the 
medical  profession  and  government  authorities 
had  imagined. 

Indeed,  the  growing  practice  of  postmortems 
was  not  only  revealing,  if  somewhat  slowly, 
more  and  more  about  the  pathological  course  of 
tuberculosis  in  the  respiratory  system  but  also 
was  repeatedly  demonstrating  the  actual  fre- 
quency of  the  disease. 

A striking  example  of  this  last  consideration 
took  place  at  the  Royal  Naval  Hospital  at 
Malta.  Very  early  on,  physicians  at  this  hospi- 
tal got  into  the  habit  of  performing  autopsies 
on  every  seaman  who  died  at  the  base  hospital. 
To  the  horror  of  the  staff  and  naval  comman- 
ders as  well,  it  was  revealed  that  between  1829 
and  1838  an  astonishing  40%  of  all  deaths  were 
directly  traceable  to  pulmonary  tuberculosis.® 
While  autopsies  were  beginning  to  make 
plain  the  extent  of  pulmonary  tuberculosis,  the 


"Laennec  had  demonstrated 
very  early  on  what  others  had 
not  even  suspected,  that  tuber- 
culosis was  in  actuality  a cur- 
able disease.” 


fact  that  this  disease  could  infect  other  parts  of 
the  body  remained  a mystery  up  to  1868.  In 
that  year,  the  great  French  pathologist  J.  A. 
Villemin,  working  with  rabbits  and  not  cadav- 
ers, was  able  to  prove  that  tuberculosis  did  in- 
deed have  a "general  effect  ...  on  a whole 
series  of  organs.”^®  Now  that  physicians  knew 
where  to  look  for  the  disease,  the  ultimate  re- 
sult here  was  a whole  series  of  new  statistical 
studies  on  tuberculosis. 

By  the  turn  of  the  century,  those  statistics 


were  proving  that  in  major  cities  such  as  Paris 
some  33%  of  the  population  were  dying  from 
one  or  another  form  of  tuberculosis.  “ This  kind 
of  information  was  now  readily  available  be- 
cause, by  then,  Parisian  hospitals  were  regu- 
larly conducting  postmortems,  an  operation 
which  a hundred  years  earlier  had  been  done 
only  on  occasion. 

Other  Diseases 

By  the  middle  decades  of  the  19th  century, 
the  unparalleled  use  of  postmortems  was  not 
only  revealing  the  true  pathological  course  of 
tuberculosis,  but  also  was  casting  light  on  the 
nature  of  other  illnesses.  A prime  example 
here  was  cholera.  Cholera  had  first  struck 
Europe  in  the  early  1830s,  taking  millions  of 
lives.  While  its  symptoms  were  all  too  appar- 
ent, the  medical  profession  was  baffled  by  its 
organic  consequences.  That  particular  mystery 
was  cleared  up  in  the  middle  of  the  1850s.  It 
was  in  1854  that  the  Royal  College  of  Physi- 
cians in  London,  itself  strongly  convinced  by 
the  discoveries  of  certain  French  and  German 
pathologists,  announced  that  in  the  case  of 
cholera  "the  mucous  membrane  of  the  small 
intestine  was  constantly  a rose  tint  ...  we 
almost  always  found  intense  capillary 
hyperaemia.”^^ 

Once  it  was  realized  that  cholera  was  essen- 
tially a disease  of  the  intestines,  more  im- 
aginative men  like  the  Italian  Filippo  Pacini 
and  the  German  Robert  Koch  went  on  from 
there  to  look  for  the  agent  that  they  believed 
was  responsible  for  the  disease.^®  What  they 
discovered,  of  course,  were  tiny  microscopic  or- 
ganisms and  the  beginning  of  the  science  of 
bacteriology.  As  was  often  the  case  in  the  his- 
tory of  19th  century  medicine,  one  new  bit  of 
scientific  knowledge  often  paved  the  way  for 
new  and  even  more  monumental  truths.  And 
through  it  all,  postmortems  were  playing  a 
more  critical  role. 

This  fact  became  even  more  apparent  in  the 
1860s,  when  autopsies  finally  began  to  expose 
the  actual  extent  of  the  impact  of  syphilis  on 
the  body.  Ever  since  the  1490s,  when  malig- 
nant syphilis  had  first  settled  in  Europe,  the 
medical  profession  had  falsely  conceived  of 
syphilis  as  a curable  disease  once  its  initial 
symptoms  faded.  It  had  come  to  believe  this 
because  syphilis,  like  so  many  other  diseases 
prior  to  the  19th  century,  had  been  viewed 
purely  as  a symptomatic  disorder.  Once  the  ex- 
ternal signs  of  syphilis  disappeared,  very  often 
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after  treatment  with  mercury,  the  disease  was 
thought  to  be  gone  forever.^'* 

It  was  during  the  decade  of  the  1860s  that 
the  practice  of  conducting  postmortems  on  the 
victims  of  other  diseases  started  to  spread  to 
those  who  died  of  syphilis.  It  was  only  then 
that  autopsies  routinely  performed  by  hospi- 
tals like  St  George’s  in  London  began  to  reveal 
just  how  insidious  a disease  syphilis  actually 


"The  sciences  of  physiology 
and  pathology  have  advanced 
so  far  over  the  past  150  years 
that  autopsies  now  have  a 
highly  specialized  character." 


was.  As  a result  of  these  studies,  it  was  becom- 
ing clear  to  more  and  more  pathologists  that 
syphilis  was  indeed  capable  of  irritating  and 
inflaming  certain  body  organs  along  with  the 
body’s  arterial  and  neurological  systems.^® 
Besides  playing  a key  role  in  advancing  med- 
ical science  and  its  knowledge  of  pathology, 
postmortems  became  increasingly  critical  in 
detecting  the  presence  or  absence  of  certain 
diseases.  Up  to  the  second  half  of  the  19th  cen- 
tury, for  instance,  the  medical  profession  was 
aware  that  typhus  was  a common  enough  dis- 
order, but  the  true  extent  of  the  disease  proved 
almost  impossible  to  verify.  Once  again  autop- 
sies, routinely  done  this  time  in  hospitals  in 
Berlin  and  Munich,  brought  forth  truly  start- 
ling revelations.  The  first  real  evidence  that 
typhus  was  rapidly  making  its  way  through 
the  German  population  came  from  studies  that 
were  done  at  the  Munich  General  Hospital  be- 
tween 1865  and  1875.  These  reports  demon- 
strated rather  conclusively  that,  after  tuber- 
culosis, tjrphus  was  the  second  most  prominent 
disease  among  all  levels  of  Munich  society.^® 
These  findings  were  confirmed  by  pathological 
studies  done  at  the  Berlin  Charity  Hospital  in 
1875,  which  proved  that  typhus  was  the  second 
leading  cause  of  death  among  patients  in  the 
wards  of  this  hospital. 


Autopsies  in  the  20th  century  have  become  a 
very  specific  medical  tool.  The  sciences  of 
physiology  and  pathology  have  advanced  so  far 
over  the  past  150  years  that  autopsies  now 
have  a highly  specialized  character.  Physicians 
today  are  supremely  aware  of  the  organic, 
neurological  and  vascular  consequences  of 
most  infectious  and  noninfectious  diseases. 
The  same  was  not  true  during  most  of  the  19th 
century.  For  the  majority  of  physicians  during 
the  century,  postmortems  were  a learning  de- 
vice. Doctors  conducted  autopsies  not  to  con- 
firm what  they  already  knew,  but  rather  to 
gather  new  information.  As  a result,  post- 
mortems at  the  time  largely  had  an  ex- 
ploratory character.  They  added  significantly 
to  the  profession’s  growing  fund  of  medical 
knowledge.  Without  the  fantastic  insights  that 
postmortems  gave  into  such  diseases  as  tuber- 
culosis, cholera,  syphilis  and  typhus,  the 
West’s  eventual  conquest  of  most  infectious 
diseases  probably  would  have  been  a much 
slower  and  a much  more  discouraging  process. 
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News  From 
The  Oklahoma  State 
Department  of 
Health 


Trihalomethane  Studies 

Several  Oklahoma  communities  are  experi- 
menting with  alternative  disinfectants  for 
their  water  supplies  as  a result  of  recent  Fed- 
eral Safe  Drinking  Water  Act  regulations 
limiting  the  concentrations  of  trihalomethanes 
(THMs).  These  compounds  are  formed  during 
conventional  chlorination  of  surface  water  con- 
taining naturally  occuring  humic  materials. 
The  Environmental  Protection  Agency  (EPA) 
has  sought  to  limit  the  combined  concentra- 
tions of  THMs  to  100  micrograms/liter. 

EPA  and  state  regulation  of  these  com- 
pounds is  phased  to  begin  immediately  for 
communities  of  less  than  75,000  and  one  year 
later  for  larger  communities.  These  smaller 


communities  will  be  testing  techniques  for 
compliance  over  the  next  year. 

Abnormally  high  chlorine  residuals  may  be 
present  periodically,  resulting  from  a combina- 
tion of  the  tests  and  the  normal  maintenance  of 
the  bacteriological  integrity  of  distribution 
systems,  during  this  time. 

Dialysis  center  clients  and  some  hospital  pa- 
tients are  specially  sensitive  to  higher  chlorine 
residuals,  but  these  facilities  typically  have 
additional  in-line  treatment  systems  utilizing 
carbon  filters,  so  problems  are  unlikely.  How- 
ever, the  life  of  these  filters  is  determined  par- 
tially by  the  residual  chlorine  level  at  their 
input,  so  while  these  communities  strive  to  up- 
grade their  water  supplies,  there  is  a greater 
need  for  scrutinizing  the  performance  of  these 
filter  units.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  DECEMBER,  1982 


DISEASE 

December 

December 

November 

TOTAL  TO  DATE 

1982 

1981 

1982 

1982 

1981 

Amebiasis 

1 

1 

— 

12 

25 

Aseptic  Meningitis 

13 

6 

24 

211 

107 

Brucellosis 

— 

— 

1 

8 

7 

Encephalitis,  Infectious 

5 

1 

2 

43 

26 

Gonorrhea  (Use  Form  ODH-228) 

1581 

1255 

1096 

16021 

15909 

Hepatitis  A 

85 

12 

50 

764 

293 

Hepatitis  B 

35 

31 

23 

351 

242 

Hepatitis  Unspecified 

41 

9 

46 

317 

156 

Malaria 





— 

8 

8 

Measles  (Rubeola) 



— 

— 

30 

6 

Meningococcal  Infections 

4 

3 

3 

34 

49 

Pertussis 

2 

— 

1 

8 

2 

Rabies  (Animal) 

6 

11 

13 

191 

218 

Rocky  Mountain  Spotted  Fever 

— 

— 

— 

76 

99 

Rubella 

— 

1 

— 

3 

3 

Salmonellosis 

42 

21 

31 

479 

413 

Shigellosis 

40 

31 

26 

416 

455 

Syphilis  (Use  Form  ODH-228) 

19 

18 

20 

209 

185 

Tetanus 

— 

— 

— 

1 

2 

Tuberculosis 

36 

34 

22 

337 

336 

Tularemia 

3 

9 

— 

35 

41 

Typhoid  Fever 

— 

— 

— 

3 

5 
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OSMA  Sends  Annual  Meeting 
Program  and  Hotel  Information 

All  OSMA  members  should  have  received 
the  tentative  program  and  hotel  reservation 
card  for  the  OSMA  1983  Annual  Meeting  in 
Tulsa  on  May  4-7,  1983.  Any  members  who 
have  not  received  these  materials  or  who 
would  like  additional  information  about  the 
meeting  should  contact  Anita  Delaporte  at 
OSMA  headquarters,  (405)  843-9571.  An  offi- 
cial program  with  registration  and  ticket  order 
forms  will  be  sent  to  members  later  this  month. 

Contest  rules  and  entry  forms  for  the  OSMA 
photography  contest  to  be  held  during  the  an- 
nual meeting  were  mailed  to  association  mem- 
bers in  late  February.  Anyone  who  would  like 
to  enter  the  contest  but  did  not  receive  an  entry 
form  should  contact  OSMA  headquarters.  The 
contest  is  open  to  OSMA  members  and 
spouses.  □ 


Sculpture  Display  and  Raffle 
Set  for  OSMA  Annual  Meeting 

A superb  collection  of  western  bronze  sculp- 
ture by  Oklahoma  artist  Jack  Riley  will  be  on 
display  Friday,  May  6,  at  the  OSMA  1983  An- 
nual Meeting.  The  OSMA  Auxiliary  is  sponsor- 
ing the  display  and  will  raffle  off  one  of  the 
pieces  at  the  Presidential  Inaugural  Banquet 
and  Ball.  All  of  the  bronzes  will  be  available 
for  sale. 

Raffle  tickets  for  the  "Buffalo  Dreamer” 
bronze  are  $1.00  apiece  or  $5.00  for  a book  of 
five  and  may  be  purchased  from  auxiliary 
members.  Proceeds  from  the  raffle  and  a por- 
tion of  proceeds  from  the  sale  will  go  to  the 
auxiliary’s  Nurses  Loan  Fund. 

Riley,  who  will  be  present  at  the  display,  has 
won  many  awards  for  his  sculpture,  including 
the  1977  Gold  Medal  at  the  Western  Trails  Art 
Show  in  Littleton,  Colorado;  the  Silver  Medal 
at  the  1979  George  Phippin  Memorial  Art 
Show  in  Prescott,  Arizona;  and  the  first  place 
award  at  the  16th  Annual  Oklahoman  Artist 
Salon,  Oklahoma  Museum  of  Art  in  Oklahoma 
City. 

His  works  range  in  size  from  seven  inches  to 
30  inches  high.  Each  has  been  researched  for 
authenticity  and  is  rich  in  detail  and  skilled 
workmanship.  □ 


PLICO  Health  Enrollment  Up, 
Wellness  Bonuses  on  the  Way 

PLICO  Health,  the  comprehensive  major 
medical  and  hospital  insurance  program  for 
OSMA  members,  their  families,  and  their  em- 
ployees, now  has  nearly  14,000  individuals  en- 
rolled. 

Enrollees  are  advised  that  they  will  start  re- 
ceiving their  "stay-well”  bonuses  on  their  an- 
niversary dates  (date  of  enrollment).  They  also 
are  advised  that  there  will  be  a 12%  increase  in 
PLICO  Health’s  premiums  across  the  board,  ef- 
fective on  their  anniversary  dates.  Despite  this 
premium  rise,  PLICO  Health  premiums  re- 
main well  below  those  charged  by  other  car- 
riers. 

Applications  for  enrollment  in  PLICO 
Health  are  available  upon  request  from  C.  L. 
Frates  and  Company,  (405)  843-0215.  □ 


AMA  Conference  to  Examine 
Prevention  of  Disabilities 

The  American  Medical  Association  (AMA) 
will  host  a national  conference  on  the  pre- 
vention of  disabling  injuries.  May  20-21,  1983, 
at  the  Omni  International  Hotel,  Miami, 
Florida. 

The  conference  will  bring  together  experts 
in  highway  safety,  alcoholism,  traumatic  and 
disabling  injuries,  and  occupational  and 
sports-related  injuries. 

The  two-day  meeting  will  feature  papers  on: 

• injuries  and  the  nation’s  health 

• prevention  of  serious  disability 

• why  traumatic,  disabling  injuries  occur 

• alcohol  and  stress 

• prevention  of  injuries  on  the  highway,  at 
home,  and  during  recreation 

• injuries  related  to  agriculture  and  indus- 
try. 

The  meeting  also  will  feature  a panel  discus- 
sion on  the  physician’s  role  in  preventing 
alcohol-related  disabilities.  □ 
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OFFICIAL  CALL  — 


The  House  of  Delegates  of  the 

OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 

Will  Convene 
Its 

77th  ANNUAL  MEETING 

At  The 

EXCELSIOR  HOTEL,  TULSA,  OKLAHOMA 

May  4 through  May  7 

Opening  Session:  10:00  AM,  Thursday,  May  5 
Closing  Session:  1:00  PM,  Saturday,  May  7 


All  members,  Delegates,  Alternate  Delegates  and  County  Society  Officials 
Are  Encouraged  and  Urged  to  Attend.  Business  to  be  Brought  Before  the  House 
Must  Be  Submitted  by  April  4, 1983.  All  Items  of  Business  Will  Be  Debated  In  Open 
Reference  Committee  Hearings  on  May  5th,  1983. 

Any  Member  of  the  Association  May  Submit  Business  For  Consideration  By 
the  House  of  Delegates.  For  Help  In  Preparing  Information  For  Submission, 
Please  Contact  the  OSMA  Headquarters  Office,  601  N.W.  Expressway,  Oklahoma 
City,  OK  73118  or  call  (405)  843-9571. 

Larry  Long,  MD 
Speaker  of  the  House 
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Plans  Announced  to  Administer 
New  Foreign  Grad  Exam  in  1984 

The  Educational  Commission  for  Foreign 
Medical  Graduates  (ECFMG)  and  the  National 
Board  of  Medical  Examiners  (NBME)  have  an- 
nounced that  a new  examination  is  being  de- 
veloped to  replace  both  the  present  ECFMG 
medicine  examination  and  the  Visa  Qualifying 
Examination  (VQE). 

The  new  two-day  Foreign  Medical  Graduate 
Examination  in  the  Medical  Sciences,  designed 
to  assess  the  knowledge  of  all  graduates  of 
foreign  medical  schools  in  the  basic  and  clini- 
cal sciences,  will  be  administered  for  the  first 
time  in  July  1984. 

Passing  the  new  examination  will  enable  all 
graduates  of  foreign  medical  schools  to  meet 


the  medical  science  examination  requirement 
for  ECFMG  certification.  Such  certification  is 
required  of  both  alien  and  US  citizen  graduates 
of  foreign  medical  schools  to  enter  into  resi- 
dency or  fellowship  programs  accredited  by  the 
Accreditation  Council  for  Graduate  Medical 
Education  (ACGME). 

Successful  completion  of  the  exam  also  will 
enable  alien  graduates  of  foreign  medical 
schools  to  meet  the  medical  science  examina- 
tion requirement  to  obtain  a visa  under  the 
provisions  of  Public  Law  94-484. 

Beginning  in  July  1984,  the  new  examina- 
tion will  be  given  worldwide  twice  each  year  in 
most  centers  where  the  ECFMG  examination 
is  administered.  Information  on  registration 
policies  and  procedures  for  the  new  examina- 
tion will  be  published  by  ECFMG  later  this 
year.  □ 


Deaths 


C.  D.  CUNNINGHAM,  MD 
1914  - 1983 

C.  D.  Cunningham,  MD,  a long-time 
Ardmore  general  practitioner,  died 
January  26,  1983.  A native  of  Konawa, 
OK,  Dr  Cunningham  was  graduated 
from  the  University  of  Oklahoma  Col- 
lege of  Medicine  in  1938.  Following  his 
service  with  the  US  Medical  Corps  he 
established  his  practice  in  Ardmore  in 
1946.  Dr  Cunningham  was  a member 
of  the  Southwest  Surgical  Congress, 
the  American  Academy  of  Abdominal 
Surgeons  and  a Life  Member  of  the 
OSMA.  □ 


In  Memoriam 

1982 


James  Russell  Kreger,  MD 

April  3 

Boyd  Vance  Lucas,  MD 

April  9 

Carlton  E.  Smith,  MD 

April  23 

Ella  H.  Murray,  MD 

May  3 

Loyd  G.  Williams,  MD 

May  15 

A.  A.  Walker,  MD 

July 

Wesley  Russell  Mote,  MD 

July  24 

Thomas  H.  Fair,  MD 

August  15 

Clyde  E.  Harris,  MD 

September  1 

Tillman  A.  Ragan,  MD 

September  5 

Floyd  T.  Hubbard,  MD 

September  23 

William  A.  Eastland,  MD 

October  3 

William  J.  Craig,  MD 

. October  19 

William  M.  Wood,  MD 

October  30 

Hugh  C.  Graham,  Sr.,  MD 

November  11 

John  David  Wilson,  MD 

November  11 

Clinton  Gallaher,  MD 

November  15 

Bert  F.  Keltz,  MD 

November  30 

Berget  H.  Blocksom,  MD 

December  26 

Harold  T.  Baugh,  MD 

December  28 

1983 

Dewey  K.  Rhea,  MD 

January  3 

Fred  C.  Buffington,  MD 

January  4 

C.  D.  Cunningham,  MD 

January  26 

□ 

Journal  / March  1983  / Volume  76 


81 


Yours  now:  full'TiiviE 

ACCidENT  PROTECTION 

At  WORk,  AT  hOME,  OR  TRAVEliNq  — Full'TlME  AccidENT 
Insurance  pROvidES  24'kiouR  pROTECTioN  foR  you  AiNd  youR 

fAMily  AQAilNST  TklE  COSTly  CONSEQUENCES  of  A MAjOR  ACCidENT 
ANd  Its  IoNQ-TERM  EffECTS.  TMe  bENEfiTS  ARE  iN  AddiTiON  TO 
ANy  otIher  Insurance  you  MAy  kiAVE,  ANd  pROvidE  coveraqe 
fOR  ACCidENT'CAUSEd  loSS  of  lllVlb,  SiqbT,  SpEECb,  hEARlNq,  OR 
EVEN  lifE  iTSElf.  llVipORTANT  COVERAqE  fOR  yOU  — ANd  yOU 
MAy  iNCludE  yOUR  SpOUSE  ANd  EliqiblE  cbildREN,  TOO. 

As  A MEMbER  of  tNe  SpONSORlNq  ORqANlZATlON,  you'll  qET 
This  COVERAqE  AT  A COST  IeSS  ThAN  AN  iNdlvIdUAl  pollcy.  FoR 
SpECifiC  iNfORMATiON  ON  COSTS  ANd  COVERAqE,  iNCludlNq 
ExdusioNS,  IImItatIons  ANd  TERMS  UNdER  whlch  THE  pollcy 
MAy  bE  CONTiNUEd  In  foRCE,  CONTACT  yOUR  plAN 
AdMiNiSTRATOR. 


This  pUiv  is  spoMsoREd  by 

THE  OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 

AdMiNisTEREd  by 

C.  L.  PRATES  & COMPANY,  INC. 
720  N.W.  50rh  Street 
OkUhoMA  Ciry,  OkU.  7>1 18 

JanIe  CRiffiTh  HaroW  WARdlow 

EliZAbETh  YouNq  DewItt  VAyy 

UNdERWRiTTEN  by 

CommercIaI  Insurance  CowpANy 
Ol  NEWARk,  N.J. 


P 

Pension  ■ Consultants,  Ino. 

THE  PROFESSIONAL  TEAM 
WITH  A PENSION  FOR  PROFITS 

PROGRAMS  AIMED  AT  NOT  ONLY  ACCUMULATING  • BUT  PRESERVING  YOUR  CAPITAL 


TAX  PLANNING  FINANCIAL  PLANNING  ACCOUNTING  SERVICES 

ESTATE  PLANNING  PENSION  PLANNING  ACTUARIAL  SERVICES 


ALL  SERVICES  ARE  FEE  BASED 

3113  CLASSEN  BLVD  OKLAHOMA  CITY.  OKLAHOMA  73118  (405)  52 1 -80 1 6 
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Dear  Dr.  Johnson: 

This  is  in  response  to  your  article  "Rising 
Costs  and  Falling  Heroes”  in  the  January  issue 
of  the  OSMA  Journal,  which  was  interesting. 

However,  I think  I know  the  reason  that 
physicians’  "popularity”  has  declined  so  very 
much.  The  first  and  foremost  reason  is  greed  on 
the  part  of  the  physician.  Patients  are  much 
too  often  kept  waiting  from  one  to  four  hours, 
they  see  the  doctor  for  only  a few  minutes,  they 
are  not  told  (or  explained  in  ordinary  words) 
what  their  trouble  is  or  are  just  told  they  are 
nervous  and  are  given  no  medication.  The 
physician  seems  to  forget  that  if  the  problem 
was  important  enough  for  the  patient  to  come 
in,  then  he  or  she  should  be  given  some  form  of 
treatment.  Doctors  sometimes  remind  me  of 
the  Russian  proverb  — To  a healthy  man, 
everything  is  healthy. 

In  addition  numerous  physicians  do  not  re- 
turn their  patient’s  telephone  calls.  And  what 
really  irritates  me  are  the  egotistic  doctors  who 
refuse  to  list  their  home  telephone  numbers  in 
the  telephone  book.  In  my  experience  most  list- 
ings with  an  exchange  service  are  almost  use- 
less. 

So  many  doctors  have  such  a dictatorial  at- 
titude, reveal  an  utter  lack  of  empathy  or 
warmness  or  interest,  are  totally  intimidating 
towards  the  patient,  and  many  patients  feel 
(and  rightly  so)  that  they  are  being  hurried 
along  so  that  the  great  doctor  can  treat  the 
next  individual  the  same  way!  The  previous  old 
fashioned  relationship  between  the  doctor  and 
the  individual  patient  is  rarely  seen  anymore. 
And  this  again  is  due  to  greed  — money, 
money,  money!  In  my  opinion  the  only  group 
whose  charges  are  more  ridiculously  high  than 
physicians  are  attorneys  — and  their  charges 
are  criminal! 

Most  likely,  in  the  very  near  future,  medical 
charges  will  be  standardized  by  the  govern- 
ment, and  you  know  what  — for  better  or  worse 
— we  deserve  it! 

(You  may  print  this  in  the  Journal  if  you  so 
desire.) 

— J.  Wildey  Morrison,  MD 


informative  Seminars  Mark 
Nationai  Nutrition  Month 

March  is  National  Nutrition  Month,  an  ap- 
propriate time  to  begin  promoting  nutrition 
education  and  correcting  widespread  miscon- 
ceptions about  nutrition. 

This  is  the  goal  of  the  newly  created  Nutri- 
tion Committee  established  jointly  by  the 
OSMA  Council  on  Public  and  Mental  Health 
and  the  Oklahoma  Dietetic  Association  (ODA). 

As  a result  of  the  public’s  current  interest  in 
health  and  fitness,  nutrition  has  become  a 
popular  topic.  Unfortunately,  much  of  what 
passes  for  nutrition  information  is  either  un- 
founded, subject  to  misinterpretation,  or  blat- 
antly misleading. 

Several  programs  will  be  offered  by  ODA 
members  during  March  to  provide  factual  nu- 
trition information  to  physicians  and  to  the 
public.  The  programs,  dates,  and  numbers  to 
call  for  program  information  are: 

• "Combating  Myths  and  Communicating 
Realities,”  March  9,  State  of  Oklahoma 
Teaching  Hospitals;  contact  Oklahoma  City 
District  Dietetic  Association,  (405)  271-2634 

• "Nutrition  Awareness  Seminar,”  March 
19,  Oscar  Rose  Junior  College,  Midwest 
City;  contact  Oklahoma  City  District  Diete- 
tic Association,  (405)  271-2634 

• "Nutrition  Update,”  March  31,  contact 

Tulsa  District  Dietetic  Association,  (918) 
747-0325.  □ 


CALL  FOR  RESOLUTIONS 

All  resolutions  to  be  presented  to  the 
Oklahoma  State  Medical  Association 
House  of  Delegates  annual  meeting 
must  be  received  in  the  executive  of- 
fice no  later  than  thirty  (30)  days 
prior  to  the  meeting.  This  year’s 
meeting  will  he  held  May  4-7,  1983  at 
the  Excelsior  Hotel,  Tulsa,  Okla- 
homa. 

County  medical  societies  or  indi- 
viduals wishing  to  submit  resolutions 
should  mail  them  to  OSMA,  601  NW 
Expressway,  Oklahoma  City,  OK 
73118.  Should  you  need  assistance  in 
drafting  such  resolutions,  please  con- 
tact the  executive  offices. 

SUBMIT  YOUR  RESOLUTIONS 
ON  OR  BEFORE 

April  4,  1983 
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news 


Book  Review 

Medicine  and  Literature.  Edited  by  Enid 
Rhodes  Peschel.  Introduction  by  Edmund  D. 
Pellegrino.  New  York:  Neale  Watson 

Academic  Publications,  Inc.,  1980.  Pages  204, 
$15.00. 

"What  does  medicine  have  to  offer  litera- 
ture? And  what  does  literature  have  to  offer 
medicine?  New  worlds  of  thought,  insight, 
emotion  and  experience,  as  these  essays  will 
show.  The  purpose  of  this  book  is  to  establish  a 
dialogue  between  these  two  seemingly  dispa- 
rate disciplines.”  The  editor,  the  wife  of  a 
physician,  makes  these  comments  in  the 
Editor’s  Note.  She  further  states  that  the  col- 
lection, which  explores  the  interface  between 
medicine  and  literature,  is  intended  for  both 
medical  and  literary  readers:  physicians,  med- 
ical students,  and  nurses;  literary  scholars,  col- 
lege and  graduate  students,  all  people  who  love 


literature.  There  is  an  interesting  introduction 
by  Dr  Edmund  D.  Pellegrino. 

This  collection  is  divided  into  three  parts. 
Part  one  deals  with  physician-writers,  part  two 
with  physicians  pictured  in  the  literature,  and 
part  three  with  disease  as  an  altered  state  of 
consciousness.  Despite  the  separation,  the  book 
retains  a basic  unity  or  theme.  Philosophy,  his- 
tory, biography,  and  medicine  blend  with  vary- 
ing emphasis  in  most  of  the  essays.  The  book 
has  a distinctly  European  flavor.  Twelve  of  the 
24  contributing  essayers  are  professors  of 
French.  Relatively  little  space  is  devoted  to 
American  physician-writers.  William  Carlos 
Williams  and  Richard  Selzer  are  mentioned 
but  other  well-known  writers  from  the  United 
States  are  omitted.  Only  two  physicians  are 
numbered  among  the  essayers,  and  both  of 
these  are  psychiatrists. 

Although  it  could  certainly  be  more  com- 
plete, these  essays  written  on  the  interface  of 
medicine  and  literature  will  prove  enjoyable  to 
many,  including  those  individuals  who  have 
been  or  are  patients.  Harris  D.  Riley,  Jr.,  MD  □ 


Wilshire  Garden 
Office  Park 


T 


Luxury  office  space  designed  with  professional 
tenants  in  mind.  Single  office  to  7000  sq.  ft. 
building  with  reception  service  available.  Im- 
mediate occupancy  or  custom  finish  to  your 
requirements.  Easy  and  quick  access  to  hospi- 
tals. 

Luke  Rodgers  Call  848-2055 

Ted  Rodgers  or  364-2920 

425  W.  Wilshire 


Miscellaneous  Advertisements 

PROFESSIONAL  RESUME  SERVICES, 
1125  South  Cedar  Crest  Boulevard,  Allentown, 
Pennsylvania  18103.  We  provide  resume  pre- 
paration for  physicians.  Prompt  and  con- 
fidential. All  specialities.  Call  or  write  for  in- 
formation. (215)  433-4112. 

FOR  SALE:  X-ray  unit,  300  ma,  with  cas- 
settes, hangers,  bins,  etc.  Priced  to  sell.  Call 
(918)  336-6160  after  5:00  PM. 

LARGE  MEDICAL  CLINIC,  fully  equipped, 
available  for  immediate  leasing  in  Tonkawa, 
Oklahoma.  Tonkawa  is  a town  of  approxi- 
mately four  thousand  (4,000)  population,  with 
only  one  other  full-time  practicing  physician. 
There  is  a large  drawing  area.  Please  contact: 
John  Baum,  4308  Classen  Boulevard,  Okla- 
homa City,  Oklahoma  73118,  telephone 
525-8662. 

FOR  SALE:  Hamilton  examining  tables  and 
matching  cabinets;  one  adult,  two  peds  with 
built-in  scales;  good  condition.  Assistant 
chairs,  reception  furniture.  Nancy  Craig,  MD, 
PO  Box  18427,  Oklahoma  City,  OK  73154.  □ 
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Oklahoma  State  Medical  Association 


EXECUCENTER. 

BANK  OF  OKLAHOMA’S 
COMMITMENT  TO  THE 
TULSA  MEDICAL  COMMUNITY 


ExecuCenter.  A Department  Within  Bank  of  Oklahoma  Specifically  Designated 
To  Guarantee  Professional  Financial  Services. 

The  ExecuCenter  and  your  personal  ExecuCard,  which  carries  a 24-hour  private  exchange 
phone  number  for  your  convenience,  provide  you  with  all  of  the  Professional  Financial 
Services  you  have  come  to  expect  from  Bank  of  Oklahoma 

Through  the  ExecuCenter  and  your  Account  Manager,  Steve  Austin,  we 
reemphasize  our  commitment  to  providing  the  Products,  Services  and 
Expertise  necessary  to  meet  your  total  financial  needs. 

Call  Steve  Austin  today  at  588-6268  and  find  out  how  the  ExecuCenter  can 
help  you  get  it  done 


BANK  OF  OKLAHOMA 

P O Box  2300  • Tulsa,  Oklahoma  74192  • 588-6268  • Member  FDIC 
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Citra®Forte  Syrup  stops  stubborn  coughs 


. . . and  with  an  Rx  for  CITRA®  FORTE 
Capsules  you  can  provide  the  additional 
benefits  of  helping  your  patients  “feel  well” 
for  the  duration  of  their  colds  — free  of 
most  cold  symptoms. 


CITRA®  FORTE  SYRUP 

Each  5cc  contains: 

Hydrocodone  Bitartrate 5 mg. 

(WARNING:  May  be  habit  forming) 

Ascorbic  Acid  30  mg. 

Pheniramine  Maleate 2.5  mg. 

Pyrilamine  Maleate 3.33  mg. 

Potassium  Citrate 150  mg. 

PRECAUTIONS  Patienis  should  be  advised  to  avoid  using  machinery  or  driving 
until  response  to  antihistamines  is  established  Use  with  caution  In  patients  with 
idiosyncracies  to  formula  ingredients 


CITRA®  FORTE  CAPSULES 

Hydrocodone  Bitartrate 5 mg. 

(WARNING:  May  be  habit  forming) 

Ascorbic  Acid 50  mg 

Pheniramine  Maleate  6.25  mg 

Pyrilamine  Maleate  8.33  mg 

Chlorpheniramine  Maleate  1 mg 

Phenylephrine  HCI  10  mg 

Salicylamid.e 227  mg 

Caffeine  Alkaloid 30  mg 

Acetophenetidin 120  mg 

PRECAUTIONS  Patients  should  be  advised  to  avoid  using  machinery  or  driving 
until  response  to  antihistamines  is  established  Use  with  caution  in  patients  with 
Idiosyncracies  to  formula  ingredients 

CITRA  FORTE  CAPSULES  should  be  used  with  caution  in  patients  with  hypertehsion, 
cardiac  disease,  diabetes  or  hyperthyroidism 

WARNING  This  preparation  may  damage  the  kidneys  when  used  in  large  amounts  or 
for  a long  period  of  lime  Use  with  caution  in  greater  than  recommended  dose  or 
regularly  lor  longer  than  10  days  (Acetophenetidin) 


Other  Ethically  Promoted 
Products  from  Boyle  & Company: 

• Digolase  . . . Digestive  enzymes 

• Glytinic  Tablets  and  Liquid  . . . Iron  plus 
aminoacetic  acid  for  iron  deficiency 
anemia 

• Triva  Douche  Powder . . . 

Oxyqoinoline  Sulfate  2.0%,  Alkyl  Aryl  Sulfonate  35.0%,  Sodium  Sulfate  52.5%, 
Disodium  EDTA  .33%. 

Treats  all  three  types  of  vaginitis 
Rx*  Triva  Jel  . . . 

Per  5 grams;  oxyquinoline  benzoate  7 5 mg  . alkyl  aryl  sulfonate  62.5  mg., 
disodium  edetate  2.5  mg.,  aminacrine  HCI  10  mg  ; copper  sulfate  .063  mg.: 
sodium  sulfate  6.9  mg 

Provides  Continuous  action 


Rx*  Triva  Combination  ...  Jel  and  Powder  kit 

Precaution 

If  irritation  occurs  at  the  onset  of  treatment  with  Jel,  treatment  may  be 
postponed  for  a day  or  two  and  preliminary  treatment  with  Vi  strength 
Triva  Douche  used.  Regular  treatment  should  then  be  resumed. 


BOYLE 

w 


Boyle^  Company/ 
Pharmaceuticals 

13260  Moore  Street, 
Cerritos  Ca  90701 
© BOYLE  S COMPANY  82  28  0812 


^mentan  Jlebi- 


Heas(e,  Inc.'y 


Our  many  years  funding  leases  for  Doctors  reflects  minimum  exposure,  therefore  eliminating  the  need  for  normal  reserve 
accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American  Medi-Lease  requires  NO  Down-Payment. 

Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment,  which  is  responsible  for  our  total  Service  Leasing  Program  — Exclusive  for  the  Medical  Profession. 

Our  intent  is  always  to  maintain  the  lowest  preferred  rates  and  unprecedented  service,  while  attaining  the  highest  degree  of 
integrity  with  responsible  communication  with  our  customers. 

KEY  ADVANTAGES: 

LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 

costs. 

TERMS:  24-,  36-,  48-,  and  60-month  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun  280- 

280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st  or  15th  of  the  month  eliminating  calendar  referral  for  disbursement 
of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Lessee,  on  request. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 

by  making  a request  to  American  "Medi-Lease"  as  we  assure  Lessees  have  the  most  convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn-over"  to  another  new  vehicle  approxi- 

mately every  two  years  without  additional  investment. 

PURCHASE  OPTION:  Lessee  has  the  option  to  purchase  any  time  after  12  months  or  at  (present)  end  of  term  value. 


EXAMPLE  LEASE  RATES 

Based  on  NEW  1983  prices  with  availability.  Most  are  luxury -equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Honda  Accord  4 dr. 

Toyota  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW  320i 

Datsun  280  ZX 

Audi  5000s 


237.00  per  month 

249.00  per  month 

253.00  per  month 

418.00  per  month 

351 .00  per  month 

346.00  per  month 

459.00  per  month 


Porsche  924 
Mercedes  240  Diesel 
Cadillac  Eldorado 
Mercedes  380  SD 
Mercedes  380  SL 
Rolls  Royce  Silver  Spirit 


621 .00  per  month 

439.00  per  month 

490.00  per  month 

772.00  per  month 

889.00  per  month 
2166.00  per  month 


Rates  forgH  makes  and  models  on  request. 

We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic.  You  tell  us  what  you  want  (make,  model,  color 
and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  convenience. 


^mentan  Jlebi-i.eas(e,  5nt. 

6600  N.  Meridian,  Suite  254,  Oklahoma  City,  Oklahoma  73132 
(405)  848-9807 

Oklahoma  Toll  Free  1-800-522-9262 


HOME  OFFICE 
6950  N.  Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Free  1-800-527-7575 


National  Information  & Customer  Service  — Toll  Free  1-800-527-7575 

" ^^eJicdtcd  lo  Q^crvicc  for  iho  oXfcdical  'Profession" 


MIAMI  • SHREVEPORT  • PHOENIX  • LOS  ANGELES  • DENVER  • BROWNSVILLE  • OKLAHOMA  CITY  • SAN  DIEGO  • HOUSTON 


Candidates  for 

nutritional  therapy.. 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.’ 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.^ 


23,500,000  surgica 


patients.  Nutritional  statu 
can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.^ 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Bcrocca®  Plus  tablet  contains  5000  lU 
vitamin  A (as  vitamin  A acetate),  30  lU 
vitamin  E (as  (//-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B,  (as  thiamine  mononitrate). 

20  mg  vitamin  Bi  (riboflavin),  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  Bf, 
(as  pyridoxinc  HCl),  0.15  mg  biotin.  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate). 0.8  mg  folic  acid,  50  meg  vitamin  B|2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate).  0 1 mg  chromium  (as  chromium 
nitrate).  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide). 
22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals 

Contraindications:  Hypersensitivity  to 
any  component 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B|2  is  deficient.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B|2  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B,2.  | 

I^ecautions:  Genera!:  Certain  conditions  j 
may  require  additional  nutritional  supple- ( 
mentation.  During  pregnancy,  supplemen- 
tation with  vitamin  D and  calcium  may  be! 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient  Toxic  reactions  have  been  ( 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Keep 
out  of  reach  of  children.  Drug  and  Treat-  I , 
mem  Interactions:  As  little  as  5 mg  pyri-  ( 
doxine  daily  can  decrease  the  efficacy  of  I i 
levodopa  in  the  treatment  of  parkinson- 
ism. Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  hav(| 
been  reported  with  specific  vitamins  and  | 


i 


>,000,000  hospital 
>atients  with 

nfections/  Many  are  ano- 
ectic  and  may  have  a markedly 
leduced  food  intake.  Supplements 
re  often  provided  as  a prudent 
leasure  because  the  vitamin  sta- 
us  of  critically  ill  patients  cannot 
te  readily  determined.^ 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.^ 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide; 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1.  Shaw  S.  Lieber  CS:  Nutrition 
and  alcoholism,  chap.  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS,  Shils  ME.  Philadelphia,  Lea  & 
Febigcr,  1980,  pp.  1220,  12.47.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28.  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit.,  p.  781.  3.  Shils  ME,  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36,  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit., 
pp.  1084,  1089,  1114.  4.  Dixon  RE:  Ann 
Intern  Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington. 
National  Academy  of  Sciences,  1980.  p.  13. 


ninerals.  but  generally  at  levels  substan- 
ially  higher  than  those  in  Berocca  Plus. 
4owever.  allergic  and  idiosyncratic  reac- 
ions  are  possible  at  lower  levels.  Iron. 
:vcn  at  the  usual  recommended  levels, 
las  been  associated  with  gastrointestinal 
ntolerance  in  some  patients. 

)osage  and  Administration:  Usual  adult 
losage:  one  tablet  daily.  Not  recom- 
nended  for  children.  Available  on  pre- 
cription  only. 

How  Supplied:  Golden  yellow,  capsule- 
ihaped  tablets — bottles  of  100. 

30CHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Sutley,  New  Jersey  07110 
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RxONLY 


BetocxzaTlus 


THE  MULTIVITAMIN/MINERAL  FORMULATION 
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stormy 

Weather 


Let  Ru-Tuss®  Help  Your 
“Stormy  ” Patient 
Come  Closer  to  Spring 

Prompt,  effective  treatment  with  Ru-Tuss® 
tablets  offers  welcome  relief  to  winter- 
cold  patients.  Ru-Tuss®  tablets  ease  con- 
gestion, relieve  respiratory-tract  itch  and 
the  need  to  sneeze. 

RUTUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine 
Hydrochloride  25  mg  • Phenylpropanolamine  Hydrochlo- 
ride 50  mg  • Chlorpheniramine  Maleate  8 mg  • Hyoscy- 
amine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  mg 

• Scopolamine  Hydrobromide  0.01  mg  • Each  Ru-Tuss^ 
tablet  acts  continuously  for  1 0 to  1 2 hours. 

• vasoconstrictor,  antihistaminic  actions 

• rapid  and  prolonged  relief  of  nasal  and 
sinus  congestion 

• convenient  b.i.d.  dosage 


BOOTS  WEATHER  SERVICE 

As  a personal  service  from  Boots: 

A weather  forecast  for  anywhere  in 
North  America,  individually  provided 
by  a professional  meteorologist.  See 
your  Boots  representative  for  toll  free 
access. 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 


Brief  Summary  of  Prescribing  Information  (see  attached) 


t 


y 


I 


Brief  Summary  of  prescribing  information 

RU-TUSS® 

TABLETS 

INDICATIONS  AND  USAGE:  Ru-Tuss  Tablets 
provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory 
trsct  tissu0s 

CONTRAINDICATIONS:  Hypersensitivity  to  anti- 
histamines or  sympathomimetics.  Ru-Tuss  Tablets 
are  contraindicated  in  children  under  12  years  of 
age  and  in  patients  with  glaucoma,  bronchial 
asthma  and  women  who  are  pregnant.  Concomi- 
tant use  of  MAO  inhibitors  is  contraindicated. 
WARNINGS:  Ru-Tuss  Tablets  may  cause  drowsi- 
ness. Patients  should  be  warned  of  possible 
additive  effects  caused  by  taking  antihistamines 
with  alcohol,  hypnotics,  sedatives  or  tranquilizers. 
PRECAUTIONS:  Ru-Tuss  Tablets  contain  bella- 
donna alkaloids,  and  must  be  administered  with 
care  to  those  patients  with  urinary  bladder  neck 
obstruction.  Caution  should  be  exercised  when 
Ru-Tuss  Tablets  are  given  to  patients  with  hyper- 
tension, cardiac  or  peripheral  vascular  disease  or 
hyperthyroidism.  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery 
(See  WARNINGS:). 

OVERDOSAGE:  Since  the  action  of  sustained 
release  products  may  continue  for  as  long  as  1 2 
hours,  treatment  of  overdoses  directed  at  revers- 
ing the  effects  of  the  drug  and  supporting  the 
patient  should  be  maintained  for  at  least  that 
length  of  time.  Saline  cathartics  are  useful  for 
hastening  evacuation  of  unreleased  medication. 
In  children  and  infants,  antihistamine  overdosage 
may  produce  convulsions  and  death. 

ADVERSE  REACTIONS:  Hypersensitivity  reac- 
tions such  as  rash,  urticaria,  leukopenia  agranu- 
locytosis, and  thrombocytopenia  may  occur.  Other 
adverse  reactions  to  Ru-Tuss  Tablets  may  be 
drowsiness,  lassitude,  giddiness,  dryness  of  the 
mucous  membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary  frequency 
and  dysuria,  palpitation,  tachycardia,  hypoten- 
sion/hypertension, faintness,  dizziness,  tinnitus, 
headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epi- 
gastric distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may 
cause  tachypnea,  delirium,  fever,  stupor,  coma 
and  respiratoryfailure. 

DOSAGE  AND  ADMINISTRATION:  Adults  and 
children  over  12  years  of  age,  one  tablet  morn- 
ing and  evening.  Not  recommended  for  children 
under  1 2 years  of  age.  Tablets  are  to  be  swal- 
lowed whole. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 

e Boots  Pharmaceuticals,  IrK. 

Shreveport  LA  71 106 

Pioneers  in  medicine  for  the  family 


THE  OKLAHOMA 
PHYSICIANS  SPRING 

SEMINARS 

• 

SOUTH  PADRE 
HILTON  RESORT 

March  16-18  And/Or  March  21-23, 
1983 

These  programs  are  produced  by 
Contemporary 'Medical  Educators  with 
the  Office  ofIContinuing  Medical  Edu- 
cation, University  of  Oklahoma  College 
of  Medicine. 


Registration  for  Seminar,  Part  I, 
March  16-  18,  is  $125.00 


Registration  for  Seminar,  Part  II, 
March  21  -23,  is  $125.00 

Registration  for  Seminars 
Part  I and  II  is  $150.00 


Checks  should  be  made  payable  to 
Contemporary  Medical  Educators. 


Mail  to: 

Irwin  H.  Brown,  MD, 
5700  NW  Grand  Blvd., 
Oklahoma  City,  OK  73112 
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Roche  salutes  the  history  ot  Oklahoma  medicine 


PUTTING  THE 
PAP  TEST  ON  WHEELS 


Introducing  the  new  cancer  detection  procedure  for 
women  to  rural  areas  was  a challenge  well  met  by  the 
Oklahoma  Division  of  the  American  Cancer  Society 
when,  in  1946,  it  converted  an  obsolete  school  bus 
into  the  nation's  first  cancer  clinic  on  wheels. 

Staffed  by  volunteer  specialists — an  internist,  a 
dermatologist,  a gynecologist  and  a surgeon — and 
one  salaried  secretary  to  handle  the  record-keeping, 
the  recycled  vehicle  left  Oklahoma  City  and  headed 
north.  Its  first  stop  was  Tonkawa,'  ^ where  advance 
publicity  had  drawn  women  from  nearby  fowns,  farms 
and  reservations,  all  seeking  the  proffered  examinafions. 

Cooperative  effort 

Local  doctors  and  nurses  also  hurried  forward  to  volun- 
teer their  services  in  exchange  for  a firsthand  opportunity 
to  practice  techniques  and  procedures  about  which  they 
had  previously  only  read. 

In  location  after  location,  the  white-painted  bus  dis- 
pensed its  free  services  in  tour  cubbyhole  examination 
rooms,  offering  educational  literature  about  concerto 
patients  and  medical  professionals,  and  spreading 
important  messages  regarding  early  cancer  detection 
and  prompt  treatment  when  indicated.^ 


The  idea  caught  on 

Today,  it  is  not  surprising  to  see  a modern  medical  ser- 
vices vehicle  on  wheels  in  shopping-center  parking 
areas,  schoolyards  or  business  centers.  Community 
service  organizations  sponsor  and  support  them  all 
across  the  country.  Unquestionably,  they  have  come  a 
tong  way  in  equipment  and  comfort  from  the  school  bus 
that  pioneered  vital  health  services. . . but  //was  the  bus 
that  made  medical  history. 


References:  1.  Kone  JN  Famous  First  Facts.  3rd  ed  New  York,  The  H W 
Wilson  Co  , 1964,  p 367  2.  Doto  on  file,  Hoffmonn-Lo  Roche  Inc.,  Nutley,  NJ 


Copyright  © 1983  by  Roche  Products  Inc  All  rights  reserved 


When  the  history  reveals 
anxious  depression... 


For  the  estimated  70  percent  ot  nonpsychotic  depressed  patients  who 
are  also  anxious,'  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms 
of  depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI),  the  tested 
and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  used  infrequently  in  nonpsychotic  patients. ' 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy^ 

In  another  multicenter  study^  the  following  symptoms  associated  with 
anxious  depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

n Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.^ 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K Drug  freofment  of  anxiety  in  Psychopharmacology  In  the  Practice  of  Medicine,  edited  by  Jorvik  ME,  New 
York,  Appleton-Cenfury-Crotfs,  1977,  p 316  2.  Feighner  JP  et  0/  Psychopharmacology  61  2V-229,  Mar  1979  3.  Data  on  file, 
Hoftmann-La  Roche  Inc , Nutley  NJ 


The  specific  antianxiety /antidepressant 


Limbitrol 


TabMi  5-12.5  each  contoining  5 mg  chlofdiazepoxicle  ana  12  5 mg  amitnplyline 
(05  the  hydrochfonde  solt) 

Toblets  10-25  eoch  containing  10  mg  chlofdiazepoicide  and  25  mg  omitnpryline 
(as  the  hydrochlonde  solt) 


Please  see  summary  of  producf  Information  on  following  page. 


LIMBITROL  TABLETS  ® Tranquilizer— Antidepressant 

Betore  prescribing,  please  consult  complete  product  inlormatlon,  a summary  of 

which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyciic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (tVlAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convuisions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiousiy,  groduaily  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phose  following  myocardiol  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  potients  taking  tricyclic  antide- 
pressants and  onticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with  use 
of  tricyclic  oniidepressants,  especially  high  doses  Myocardial  infarction  and  stroke 
reported  with  use  of  this  doss  of  drugs  ) Coution  patients  about  possible  combined 
effects  with  olcohol  and  other  CNS  depressants  and  against  hazardous  occupations 
requiring  complete  mentol  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tronquilizers  during  the  first  trimester 
should  almost  olwoys  be  avoided  because  of  increased  risk  of  congenital 
molformohons  os  suggested  In  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  theropy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiozepoxide  have  been  reported 
rorely,  use  coution  in  odministering  Limbitrol  to  oddiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  hove  been  reported  (nausea,  headache  and  moiaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  tor 
chlordiozepoxide). 

Precouhons:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  hos  not  been  evaluated  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitont  odministration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
token  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smollest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either  compo- 
nent olone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reoctions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nosol  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  omitriptyline  Granulocytopenia,  jaundice  and  hepotic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  reloted  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomanio  ond  increased  or  decreased  libido 

Neurologic  Incoordination,  otoxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edemo  of  face  and  tongue,  pruritus 
Hematologic  Bone  morrow  depression  including  ogranulocytosis,  eosinophilio,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  ga- 
lactorrhea and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering 
of  blood  sugar  levels 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  tV  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  moy  be  taken  at  bedtime  Single  h s dose  may  suffice  for  some  patients 
Lower  dosoges  are  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  increosed 
up  to  six  toblets  or  decreosed  to  two  tablets  dally  as  required  Limbitral  5-12  5,  initial 
dosage  of  three  to  four  tablets  daily  in  divided  doses,  tor  potients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-coated  toblets,  each  containing  10  mg  chlordiozepoxide 
and  25  mg  amitriptyline  (as  the  hydrochloride  solt)  and  blue,  film-coated  tablets,  each 
containing  5 mg  chlordiozepoxide  ond  12  5 mg  amitriptyline  (os  the  hydrochloride 
solt)— bottles  of  100  and  500,  Tel-E-Dose"  packages  of  100,  Prescription  Paks  of  50 


THE  GENERAL 


PRACTICE 

OF 

ANESTHESIA 


April  29-  May  1,  1983 
Red  Apple  Inn 
Heber  Springs,  Arkansas 


This  medical  education  seminar  is  ap- 
proved for  five  hours  of  AMA  credit.  Regis- 
tration fee  is  $40.00  for  physicians  and 
$20.00  for  CRNA’s. 

Additional  information  is  available  from  the 
Office  of  Continuing  Education  for  Physi- 
cians, University  of  Arkansas  for  Medical 
Sciences,  College  of  Medicine,  4301  West 
Markham,  Little  Rock,  Arkansas  72205  or 
call  (501)  661-5261. 
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Motrin 

ibupofen,  Upjohn 

600 mg  Idblets 


® •'OP'  Tie  JDOh''  CcTTOorti 


Tie  Upjohn  Company  • Kalamazoo,  Michiga'''  49001  USA 
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The  abused  child 
will  grow  up  somedanc 

Maybe. 


Each  year,  o\  er  one  million 
American  children  suffer  from  child 
abuse.  And  over  2,000  children  die 
from  it. 

But  what  about  those  who  surv  ive? 

Statistics  show  that  an  abused  child- 
hood can  affect  a person’s  entire  life. 

Many  teenage  drug  addicts  and 


many  teenage  prostitutes  report 
being  abused  children.  So  do  juvenile 
delinquents  and  adult  criminals. 

'^'et  child  abuse  can  be  prevented. 
The  National  Committee  for 
Prevention  of  Child  Abuse  is  a private, 
charitable  organization  that  knows 
how  to  prevent  child  abuse. 

But  we  need  your  help  to  do  it. 


Vi  e need  your  money.  We  need 
more  volunteers. 

Send  us  your  check  today,  or  write 
for  our  booklet. 

Because  if  we  don’t  all  start 
somewhere,  we  ^ on’t  get  am-where. 


National  Committee  for 
Prevention  of  Child  Abuse 


Help  us  get  to  the  heart  of  the  problem. 

Write:  Prevent  Child  Abuse,  Box  2866,  Chicago,  Illinois  60690 


A Public  Service  of  This  Magazine  & The  Advertising  Council. 


TIMBERLAWN 


PSYCHIATRIC  HOSPITAL 

214/381-7181/P.O.  Box  11288/Dallas,  Texas  75223 

Psychiatric  Hospital  • Day  Hospital 
Department  of  Outpatient  Psychiatry 
Department  of  Child  and  Adolescent  Psychiatry 
Family  Assessment  Center  • Headache  Clinic 
Psychiatric  Residency  Program 
Established  in  1917 


PSYCHIATRIST-IN-CHIEF 
Jerry  M.  Lewis,  M.D. 
MEDICAL  DIRECTOR 
Doyle  I.  Carson,  M.D. 
DIRECTOR  OF  PROFESSIONAL 
EDUCATION 

Keith  H.  Johansen,  M.D. 
MEDICAL  STAFF 
James  K.  Peden,  M D 
Charles  G.  Markward,  M D. 
Bryon  L.  Howard, M.D. 

Roy  H.  Fanoni,  M.D 
Mark  P.  Untcrberg,  M.D. 

John  G.  Looney,  M.D. 

Kathleen  B.  Erdman,  M.D. 

Don  C.  Payne,  M.D. 

Mark  J.  Blotcky,  M.D. 

William  W.  Estabrook,  M.D. 

L.  Dwight  Holden,  M.D. 

Paul  M.  Hamilton,  M.D 
SENIOR  CONSULTANT 
Perry  Talkington,  M.D. 
CLINICAL  PSYCHOLOGY 
John  T.  Gos.sett,  Ph  D. 

Dale  R.  Turner,  Ph  D. 

Robert  W.  Hagebak,  Ph  D. 
Thomas  Dimperio,  Ph  D. 
SOCIAL  WORK  DEPARTMENT 
Robert  P.  Stewart,  M.S.S.W 
Peggy  B.  Nash,  M.S.S.W. 

Keith  D.  Grace,  M.S.S.W. 

Dan  Bruce,  M.S.S.W. 

Marcelo  Matamoros,  M.S.S.W 
Cecilia  Garton,  M.S.S.W. 
Barbara  K.  Hunt,  M.S.S.W. 

Gary  A.  Mitchell,  M.S.S.W. 
Kathleen  L.  Lizama.  M.S.S.W 
Judy  L.  Hicks  , M.S.S.W. 
OCCUPATIONAL  THERAPY 
Geraldine  Skinner.  O.T.R. 
Director 

THERAPEUTIC  RECREATION 
Edward  R.  Supina,  M.T.R.S. 
Director 

DIRECTOR  OF  NURSING 
Mae  Belle  James,  R.N. 
ADMINISTRATOR 
Wayne  Hallfotd 


1983  OSMA 

ANNUAL 

MEETING 

To  Be  Held 
At  the  Beautiful  New 

TULSA 

EXCELSIOR 

May  4-7,  1983 
Tulsa,  Oklahoma 


A Child’s  Future 
Is  Too  Valuable 
To  Throw 
Away ... 


Equal  Opportunity 
Employer 

Raphael  Center  Hospital 

The  Raphael  Center  Hospital  is  a new.  private,  comprehensive,  psychiatric 
inpatient  facility  designed  and  planned  specifically  for  children,  adolescents,  and 
young  adults,  who  are  experiencing  severe  emotional  and  behavioral  difficulty 
requiring  treatment,  schooling,  and  therapeutic  activities.  The  Raphael  Center 
provides  short  term  evaluation  and  treatment  as  well  as  long  term  care  given  by  a 
multidisciplinary  professional  team  consisting  of  a psychiatrist,  child 
psychiatrists,  social  workers,  nurses,  teachers,  and  activity  therapists 
For  more  information  contact  its  Director  of  Admissions 

We  admit  patients  without  regard  to 
race,  color,  or  national  origin 

A Non-Discriminatory  Facility 

Raphael  Center  Hospital 

Ashland  & Prewitt 
Nevada,  MO  64772 
Phone:  417-667-2666 
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OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES,  INC. 


800  Physicians  Professional  Bldg. 
3400  N.W.  Expressway 
Oklahoma  City,  Oklahoma  73112 
(405)  946-5641 


1044  Southwest  44th 
Suite  #520 

Oklahoma  City,  Oklahoma  73109 
(405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc 
John  M.  Carey,  MD,  Inc 
Nazih  Zuhdi,  MD,  Inc 
William  D.  Hawley,  MD,  Inc 


James  M.  Hartsuck,  MD,  Inc 
R.  Darryl  Fisher,  MD,  Inc 
Marvin  D.  Peyton,  MD,  Inc 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 
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Oklahoma  State  Medical  Association 


OKLAHOMA  CITY  CLINIC 

Multiple  Specialty  Clinic 

701  Northeast  10th  Street  • Oklahoma  City,  Oklahoma  73104  • Telephone — 271-2700 


INTERNAL  MEDICINE 

W.W.  Rucks,  Jr.,  MD 
William  S.  Pugsley,  MD 
Donald  G.  Preuss,  MD 
Earl  S Elliot,  Jr.,  MD 
Ellison  H.  Wittels,  MD 

CARDIOLOGY 

Charles  W.  Cathey,  MD 
Charles  W.  Robinson,  Jr.,  MD 
Alexander  Poston,  MD 
Thomas  R.  Russell,  MD 
Paul  C.  Houk,  MD 
Stanley  G.  Rockson,  MD 

ENDOCRINOLOGY 

James  L.  Males,  MD 
Ronald  P.  Painton,  MD 

GASTROENTEROLOGY 

Malcolm  G.  Robinson,  MD 
David  A.  Neumann,  MD 
Gretchen  A.  McCoy,  MD 

PULMONARY  DISEASE 

William  W.  Cook,  MD 
Mark  Steven  Fixley,  MD 
Steven  R.  Smith,  MD 

INFECTIOUS  DISEASES 

Daniel  J.  Sexton,  MD 
Clifford  G.  Wlodaver,  MD 


RHEUMATOLOGY 

William  T.  Tatum,  Jr.,  MD 

OBSTETRICS  AND 
GYNECOLOGY 

John  W.  Records,  MD 
Schales  L.  Atkinson,  MD 
Roger  D.  Quinn,  MD 
Thomas  R.  Bryant,  MD 
Ronald  E.  Hempling,  MD 
Laura  L.  Mackie,  MD 

ORTHOPEDIC  SURGERY 

Edwin  R.  Maler,  MD 
J.  Patrick  Livingston,  MD 

OTOLARYNGOLOGY 

Charles  J.  Wine,  MD 
Joseph  E.  Leonard,  MD 
Willard  B.  Moran,  Jr.,  MD 

PEDIATRICS 

James  E.  Mays,  Jr.,  MD 
Hal  B.  Vorse,  MD 
William  J.  Kruse,  MD 
Gary  D.  McGann,  MD 
Mickey  E.  Crittenden,  MD 
Donald  L.  Wilber,  MD 

GENERAL  SURGERY 

Frank  G.  Gatchell,  MD 
Stephen  G.  ReMine,  MD 


DERMATOLOGY 

William  J.  Sahl,  Jr.,  MD 

CARDIOVASCULAR- 
THORACIC  SURGERY 

Edward  R.  Munnell,  MD 
R.  Nathan  Grantham,  MD 
Paul  J.  Kanaly,  MD 

RADIOLOGY 

Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
J.  Kent  Chesnut,  MD 
Alan  M.  Effron,  MD 
Howard  G.  Daniel,  MD 
Robyn  L.  Birdwell,  MD 

UROLOGY 

Donald  D.  Albers,  MD 
William  F.  Barnes,  MD 

CLINICAL  PSYCHOLOGY 

Lucien  D.  Rose,  PhD 

AMBULATORY  CARE 

Leslie  A.  Arneson,  MD 
Kent  C.  Hensley,  MD 

EXECUTIVE  DIRECTOR 

A.  Wayne  Coventon 


HEMATOLOGY-ONCOLOGY 

Ralph  G.  Ganick,  MD 
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Wfehelp 

“I  • -I-  -| 

bring  pewle 
back  to  life 


Willow^  View  is  the  only  pri\  ate, 
non-profit  hospital  in  Oklahoma 
dedicated  solely  to  the  treatment 
of  psychiatric  illnesses  of  all  types 
among  all  ages.  The  key  word  is 
"treatment.”  Willow  View  is  not  an 
institution  for  custodial  care,  and 
accepts  only  indi\iduals  who  are 
treatable. 

Located  on  15  acres  at  2601 
iXorth  Spencer  Road  (former  site 
of  the  Coyne  Campbell  Hospital), 
Willow  V^iew  is  a modern,  fully 
staffed  faciliW  with  180  full  and 
part-time  employees. 

Services  include  highly 
successful  adolescent  adult  and 


substance  abuse  treatment 
programs. 

Our  adolescent  program,  for 
example,  geared  to 
patients  12-18  years 
old,  is  based  on  an 
innov^ative  "levels” 
system,  defining  progressive 
plateaus  of  wellness. 

It  includes  group  therapy, 
occupation  and  recreational 
therapies,  and  an  accredited 
education  program.  We  provide 
the  full  sc^e  of  services:  an 
intenswe  treatment  environment 
with  family  therapy  and  an  after- 
care program. 

If  you  hav^e  a patient  who  could 
benefit  from  the  rich  mixture  of 
lov^e  and  discipline  at  Willow  View, 
call  us.  Well  arrange  a time  for 
you  to  meet  our  staff,  see  our 
facility,  and  discuss  the  programs 
which  might  help  your  patient 
find  the  strength  and  stability  to 
cope  with  his  or  her  corner  of 
the  world. 


Willow  View:  We  help  bring  people  back  to  life. 

Ulllou'  View  Hospital 

2601  X.  Spencer  Rd. 

Oklahoma  Citv,  OK  73136 
Call,  (405)  427-2441 

H 1LI.OW  \ IEW  MEDICAL  ST.AFF:  \olen  L.  Armstrong,  M.D.;  Wolfgang  K,  Huber,  M.D.;  Harald  S.  Kruger,  M.D.; 
Siavash  \ael,  M.D.;  Harold  G.  Sleeper,  M.D.;  Medical  Director:  Harold  G.  Sleeper,  M.D.;  Chief  of  Staff:  \olen  L. 
■Armstrong,  M.D.;  Administrator:  Dolores  H.  V\’iggins. 
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Oklahoma  State  Medical  Association 


Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD  Winfred  L.  Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 


207  C Street  NW 


Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 

FAMILY  PRACTICE 
J W McDoniel,  MD 
J O Wood  Jr  MD 
Don  R Hess.  MD 
Tim  Bohn.  MD 


INTERNAL  MEDICINE 
W S Harrison.  MD 
D L Slehr  MD 
R S Davis.  MD 
Vernon  A Vix.  MD 

GASTROENTEROLOGY 
C K Su.  MD 

CARDIOLOGY 
J T Bledsoe  MD 

OBSTETRICS  AND  GYNECOLOGY 

Nancy  W Dever  MD 
Alan  J Weedn.  MD 

PEDIATRICS 

R E Herndon.  MD 
E R Orr.  MD 
J E Freed  MD 
M P Escobar  MD 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R Gibson.  MD 
James  Ed  Brown.  MD 


GENERAL  AND  VASCULAR  SURGERY 

Linda  M Johnson.  MD 
Wayne  L Manson.  MD 


THORACIC 

AND  VASCULAR  SURGERY 

Paul  B Loh.  MD 


PHYSICAL  MEDICINE  AND 
REHABILITATION 

Kumud  Vaidya.  MD 


UROLOGY 

K T Varma.  MD 

ORTHOPEDIC  SURGERY 

W T Morris.  MD 
Keith  W Riggins.  MD 

RADIOLOGY  (Consulting) 
Don  Delzer.  MD 
J H Gardner.  MD 
J E Milton.  MD 
Dan  Rhodes.  MD 

PHYSICIANS  ASSISTANTS 

W M Ohi  PA 
H L Watkins,  PA 
Myra  Campbell,  PA 

ADMINISTRATION 
James  W Loy 


Accredited  A.A.H.C.,  Inc. 

MAIN  CLINIC 

2222  IOWA.  CHICKASHA.  OK  224-4853 


TIMBER  CREEK  BRANCH 

ROUTE  3.  BOX  124M.  TUTTLE.  OK  73089 
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GLAcr-na/on  cunic 


INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

SELWYN  A.  WILLIS,  MD,  Inc. 
WILLIAM  G.  MAYS,  MD,  Inc. 
RALPH  L.  NICHOLSON,  MD,  Inc. 
RICHARD  E.  WITT,  MD 
WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 


RADIOLOGY 

WILLIAM  K.  HICKS,  MD 

GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD,  Inc. 
FRANKLIN  S.  NELSON,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 

WILLIAM  F.  EWING,  MD,  INC. 

BOYD  O.  WHITLOCK,  MD 

RICHARD  H.  REID,  MD 

R.  A.  SEARCY,  MD 

PHILIP  W.  PERRYMAN,  JR.,  MD 

ADMINISTRATION 

JOSEPH  W.  RHINE 
GARY  D.  GIBSON 


1 923  East  21  st  Street  Box  5221 8 •TULSA,  OKLAHOMA  74152*  PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 


1401  East  Van  Buren  Avenue 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
FRANCIS  R.  LONERGAN,  MD 
STEPHEN  D.  SWANK,  MD 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 


OTOLARYNGOLOGY 

SAMUEL  E.  DAKIL,  MD 


OBSTETRICS-GYNECOLOGY 

ROBERT  G.  CATES,  MD 
W.  RILEY  MURPHY,  JR.,  MD 

SURGERY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 
GEORGE  M.  BROWN,  JR.,  MD,  FACS 


RADIOLOGY  ADMINISTRATION 

BRUCE  H.  BROWN,  MD  PAUL  B.  BISHOP 
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Oklahoma  State  Medical  Association 


MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 

Ardmore, 

Oklahoma  73401 

General  Surgery 

Internal  Medicine 

THORNTON  KELL,  MD,  FACS 

J.  HOBSON  VEAZEY,  MD 

*TOM  SPARKS,  MD,  FACS 

^CLIFFORD  LORENTZEN,  MD,  FACP 
*DAVID  D.  ROSE,  MD 

General  and  Vascular  Surgery 

*JOE  R.  HAMILL.  MD 

^WILFRED  S.  GAUTHIER,  MD,  FACS  *KEVIN  H.  REED,  MD 

Radiology  (Consultants) 
*MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 

Administrator 
ROGER  H.  HUGHES 

Pathology  (Consultant) 

*CARL  A.  SCHWEERS,  MD 

Phone:  A/C  405-223-5311 

* Specialty  Board  Diplomate 

Raymond  F.  Main,  M.D, 
Robert  C.  MacKay,  M.D. 
Dan  F.  Keller,  M.D. 

Willard  Aronson,  M.D. 

Fay  Knickerbocker,  M.D. 
Lynn  B.  Moon,  M.D. 

Peter  F.  Brumbaugh,  M.D. 

Diplomates.  Amer  Board  of  Pathology 


Jack  M.  Stephenson,  M.D. 
Paul  E.  Kaldahl,  M.D. 

Perry  A.  Lambird,  M.D. 
Michael  R.  Harkey,  M.D. 
Thomas  A.  Hosty,  M.D. 
John  R.  Rogers,  M.D. 
Hatton  W.  Sumner,  M.D. 

Diplomates.  Amer  Board  of  Pathology 


Oklahoma  City,  Oklahoma 

PATIENT  CARE  FACILITIES 

Pasteur  Medical  Bldg.  Physicians  & Surgeons  Bldg. 

Room  G-8  (Basement) 


Room  254 
1111  N.  Lee 


1211  N.  Shartel 


West  Laboratory 
Room  100 

3400  N.W.  Expressway 


(405)  239-7111 


North  Laboratory 
Room  LL7 
4200  W.  Mem.  Rd. 

South  Laboratory 
Room  107 
1044  S.W.  44 


PICKUP— DELIVERY 

1111  N.  Shartel 


East  Laboratory 
Room  113 

711  Stanton  Young  Blvd. 


1-800—942-3514 
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750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City.  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MD± 
Vernon  D.  Cushing,  MOt* 
George  L.  Winn,  MD^ 
Robert  S.  Ellis,  MD^* 
Lyle  W.  Burroughs,  MCH'° 


I Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a m.  to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 


Charles  D.  Haunschild, 
James  H.  Wells,  MDr* 
John  R.  Bozalis,  MDr* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD* 


Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OF  ORTHOPEDICS 


DEPARTMENT  OF  ARTHRITIS 


*Marvin  K.  Margo,  MD,  FACS 
*James  P.  Bell,  MD,  FACS 
^Stephen  Tkach,  MD,  FACS 
■^Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  F.ACS 
*Edwin  E.  Rice,  MD,  FACS 
*Warren  G.  Low,  MD 
Mhomas  C.  Howard,  III,  MD 


John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
^Richard  J.  Hess,  MD,  FACP 
■^Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 


Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 


^Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 


XXX 


Oklahoma  State  Medical  Association 


Shawnee  Medical  Center  Clinic 

, Inc. 

2801  N.  SARATOGA  / 

P.O.  BOX  849  / SHAWNEE,  OKLAHOMA  74801  / Phone:  405-273-5801 

ALLERGY 

INDUSTRIAL  MEDICINE 

OBSTETRICS,  GYNECOLOGY 

PEDIATRICS 

A M Bell,  MD* 

A M Bell,  MD 

Paul  B Edmonds,  MD* 

A M Bell,  MD 

Jake  Jones,  Jr , MD 

Richard  E.  Jones,  MD* 

Jake  Jones,  Jr , MD’ 

R K.  Mohan,  MD 

ANESTHESIOLOGY  CONSULTANTS 

Stephen  E.  Trotter,  MD 

R K Mohan,  MD* 

Ellis  Brown,  MD* 
Michael  Daughety,  MD 

dermatology 

Bert  C,  Frichot,  III,  MD* 

INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D Fetzer,  MD 
Eldon  V Gibson,  MD 
John  R.  Hayes,  MD 

ORTHOPEDIC  SURGERY 

T A Balan,  MD,  FAAOS* 

R M Kamath,  MD,  MS*  (Ortho) 
S.  M.  Waingankar,  MD 

RADIOLOGY  CONSULTANTS 

William  Phillips,  MD 
Robert  G Wilson,  MD 
Cranfill  K.  Wisdom,  MD 

FAMILY  PRACTICE 

D A Mace,  MD 

otorhinolaryngology 

urology 

K T Mosley,  Jr.,  MD 

S,  Rishi,  MD 

N M Kolecha,  MD' 

GENERAL  SURGERY 

neonatology 

pathology  consultant 

ADMINISTRATOR 

Frank  H,  Howard,  MD* 

R K Mohan,  MD 

David  L McBride,  MD* 

W J Birney 

Jerold  D Kethley,  MD 
Jeffrey  L Wallace.  MD* 

■ 

* Board  Certified 

PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

13313  N.  Meridian,  Buidling  A 405  755-4451  Oklahoma  City,  Oklahoma  73120 

Board  Certified  in  Plastic  Surgery 


OKLAHOMA  HANDi=-*^-i 
SURGERY  CENTER,  INCTI^J 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


LOOKING  FOR 
A REWARDING  PRACTICE? 

DID  YOU  KNOW? 

Lawton,  Oklahoma  has  been  identified  as 
one  of  the  four  metropolitan  areas  in  the 
country  with  the  least  number  of  Physicians 
per  100,000  population. 

DID  YOU  KNOW? 

Southwestern  Hospital  in  Lawton  has  a 
need  for  Family  Practitioners,  Internists, 
Plastic  Surgeons,  Orthopedic  Surgeons, 
Pediatricians  and  Ophthalmologists. 

DID  YOU  KNOW? 

Lawton,  Oklahoma  is  the  third  largest  city  in 
the  State  with  a population  of  85,000  with  a 
medical  service  area  of  175,000. 

Should  you  desire  more  information  about 
Southwestern  Hospital  or  Lawton,  write; 

American  Medical  International,  Inc. 

Mid-Continent  Region  isouth'tesiei^ 

Physician  Relations  Dpt. 

P.O.  Box  91035  "ZBiHospital 

Houston,  Texas  77291-1035 


Summer  CME  Cruise/Conferences 
on  Legal -Medical 
Issues 


APPROVED  FOR 
24  CME  CREDITS 
CATEGORY  1 

By  the  Suffolk  Academy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to 
12/31/80  and  conform  to  IRS  tax  deductibility  re- 
quirements under  Sec.  602  of  the  Tax  Reform  Act  — 
Public  Law  94-445  effective  1/1/77. 

•ALASKAN  CONFERENCE  - July  2-16,  1983. 
Visit  Victoria,  Vancover,  Juneau,  Columbia  and  Mala- 
spina  Glaciers,  Seward. 

•CARIBBEAN  CONFERENCE  - July  27-Aug.  6, 
1983.  Visit  St.  Thomas,  Antigua,  Barbados,  Martin- 
ique, and  St.  Croix. 

MEDITERRANEAN  CONFERENCE  - Aug.  20  - 
Sept.  3,  1983.  Visit  Major  Cities  in  Italy,  Greece, 
Egypt,  Israel,  Turkey,  Yugoslavia. 

*FLY  ROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES  - FINEST  SHIPS 


The  number  of  participants  in  each  conference  is 
Early  registration  is  advised. 


imited. 


For  color  brochure 
and  additional 
information  contact: 


I ntef national  Conferences 
189  Lodge  Ave. 

Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 
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Oklahoma  State  Medical  Association 


ALLERGY 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC,  INC 


John  L Davis,  MD 
3330  N W 56th 

Oklahoma  City.  Oklahoma  73112 
405  843-6619 


Suite  602 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catherization.  Aortography  and  Selective  Coronary  Arteriography 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
•J  J Donnell,  MD  947-2556  'J  L Bressle.  MD  946-0568 

•G.  L Honick,  MD  943-8428  A F Elliott,  MD  943-8421 

A S Dahr.  MD  947-2321 

’Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

6th  Floor  5700  N W Grand  Blvd  Oklahoma  City,  Oklahoma  73112 


OKLAHOMA  ALLERGY  CLINIC,  INC 


Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


George  S.  Bozalls.  MD} 
Vernon  D,  Cushing,  MDf 
George  L.  Winn,  MD} 


Robert  S Ellis.  MD}’ 

Lyle  W Burroughs,  MD}° 


Charles  D Haunschild.  MD}° 
James  H Wells,  MDf 
John  R,  Bozalls.  MDf 
James  D Lakin,  PhD,  MDf 
John  S Irons.  MD}° 

Warren  V.  Filley.  MD’ 


} Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
’ Diplomate  American  Board  of  Internal  Medicine 
'Diplomate  American  Board  of  Pediatrics 


Office  Address: 

750  Northeast  13th  Street 
Telephone  405  271-3232 


Mail  Address 

Post  Office  Box  26827 

Oklahoma  City,  OK  73126 


JAMES  A MURRAY.  MD.  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa,  Oklahoma  74177 


DERMATOLOGY 


RONALD  W GILCHRIST.  JR  . MD 
Diseases  and  Malignancies  of  the  Skin 
632-5565  Therapy  4200  South  Douglas  Avenue 

Oklahoma  City,  Oklahoma  South  Community  Medical  Center 

ROBERT  L,  OLSON,  MD 
Diseases  of  the  Skin 

Suite  707  Skin  Cancers  942-8825 

3400  N W Expressway  Oklahoma  City,  Oklahoma  731 12 


SKIN  & SKIN  CANCER  CENTER.  INC 
C.  Jack  Young,  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 
CLINIC  BUILDING  3434  N W 56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


ENDOCRINOLOGY  - METABOLISM  - DIABETES 


JOHN  WHITFIELD  DRAKE.  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Baptist  Medical  Center  / 949-3286 

3300  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Endocrinology-Metabollsm-Diabetes 
MODHI  GUDE,  MD 

Diplomate  American  Board  of  Internal  Medicine 
Endocrinology  and  Metabolism 

Pasteur  Medical  Building  dune  549  232-8965 

1111  North  Lee.  Oklahoma  City,  OK  73103  If  no  answer  949-5067 


AEROSPACE  MEDICINE 


CLYDE  A LYNN.  BA,  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow,  American  College  of  Preventive  Medicine 
Flight  Surgeon.  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor.  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd  by  Appointment  (405) 

Norman.  OK  73069  „ , . 329-2625 

Senior  Aviation  Medical  Examiner 

FA  A NO  07448-1 


CARDIOLOGY 


EYE.  EAR,  NOSE  AND  THROAT 

John  W Huneke.  MD.  FACS.  Inc 
Diseases  and  Surgery  of  the  Eye 
Certifleo  oy  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON.  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


STANLEY  R McCAMPBELL.  MD 
Cardiology  and  Electrocardiography 


1211  North  Shartel 

Oklahoma  City,  Oklahoma 


236-1295 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 


Wm.  Best  Thompson,  MD 
Galen  P.  Robbins,  MD 
William  S Myers,  MD 
Lawrence  M Higgs,  MD 

CARDIOVASCULAR  DISEASES 


Ronald  H White,  MD 
William  J.  Fors,  MD 
W H Oehlert,  MD 
Charles  F Bethea,  MD 


Cardiac  cathertenzation,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City,  Okla  73112  Telephone  947-3341 


JAMES  L DUNAGIN,  JR  , MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 
Phone  1 (918)  426-1432  2 Clark  bass  Boulevard 

Suite  202.  Doctors  Building  McAlester,  Oklahoma  74501 


V JERRY  SHEPHERD.  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  946-3327 

3400  N W 56th  St.,  Suite  G-2  Oklahoma  City  731 12 


NEUROPSYCHIATRY 


HAROLD  G.  SLEEPER,  MD,  FAPA 
Diplomate  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spencer  Road  Res  478-2589 

Spencer.  Oklahoma  73084 
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OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


RAYMOND  J DOUGHERTY,  MD 


Oklahoma  Otolaryngology  Assoclales 
RAYMOND  O SMITH,  JR  . MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


ORTHOPEDICS 


DON  H O DONOGHUE,  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 


1 1 1 1 North  Lee 
Oklahoma  City,  OK  73103 
235-8385 


O Donoghue  Rehabilitation  Institute 
1122  N E 13th  Street 
Oklahoma  City,  OK  73126 
271-3682 


NORMAN  K,  IMES,  MD 
JOHN  A JUERS,  MD 
DENNIS  M PARKER,  MD 

Diplomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  405  949-9400 

Oklahoma  City,  Oklahoma  73112 


ORTHOPEDIC  SURGERY  AFFILIATES,  INC 


1044  S W 44th 

Oklahoma  City,  Oklahoma  73109 
405-631-7444 

Dale  R.  Butler,  MD,  FACS  G.  David  Casper,  MD 

J A Rosacker,  MD 


JOHN  RAYMOND  STACY,  MD,  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N W 12th  St  Oklahoma  City,  Oklahoma  235-6315 


PEDIATRIC  SURGERY 


E Ide  Smith,  MD'  Wm  P Tunell,  MD'  James  A Carson.  MD' 

940  N E.  13th  Street 

Oklahoma  City,  Oklahoma  73126  405  271-5922 

'American  Board  of  Surgery  — 

Special  Competence  in  Pediatnc  Surgery 


RADIOLOGY 


RADIOLOGY  ASSOCIATES.  INC 


JAMES  T BOGGS.  MD 
ROBERT  SUKMAN.  MD,  FACR 
WILLIAM  R,  ALBRACHT,  MD 
ROGER  B COLLINS.  MD 
GEORGE  BEN  CARTER.  MD 
RICHARD  B PRICE,  MD  FACR,  DABNM 
MICHAEL  A.  SARTIN.  MD 


LINDBERGH  J.  RAHHAL,  MD 
RALF  E TAUPMANN,  MD 
GARY  G,  ROBERTS.  MD 
JOHN  R OWEN,  MD 
HAROLD  D DAVIDSON,  MD 
JAY  A.  HAROLDS.  MD.  DABNM 


Diplomates  Amencan  Board  of  Radiobgy 

X-Ray-Diagnosis  including  Ultra  Sonography,  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine 


204  Medical  Tower  Bldg  Baptist  Medical  Center  848-7741 

400  Physicians  Professional  Bldg  Bethany  General  Hospital  943-9646 

700  Doctors  Medical  Bldg  Deaconess  General  Hospital  946-9923 


SURGERY 


PSYCHIATRY 


LARRY  PRATER.  MD 
Practice  Limited  to  Psychiatry 

Suite  704  Presbyterian  Professional  Building  271-6677 

711  Stanton  L.  Young  Boulevard  Oklahoma  City.  Oklahoma  73t04 

PSYCHIATRY 

Charles  E Smith.  MD.  FAPA,  FACP 
Robert  J Outlaw.  MD.  FAPA 
R.  Murali  Krishna,  MD,  MAPA 

Diplomates  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
Thurman  E Cobum,  PhD.  Licensed  Clinical  Psychologist 
David  Schwartz.  ACSW.  Clinical  Psychiatric  Social  Worker 
Suite  308  121 1 North  Shartel  272-0734 

Physicians  & Surgeons  Building  Oklahoma  City  73103 


PULMONARY  DISEASE 


STEPHEN  N ADLER.  MD 
Diplomate 

American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Pulmonary  Medicine  Fiberoptic  Bronchoscopy 

Pulmonary  Function  and  Methacholine  Testing  Lung  Needle  Biopsy 

Pulmonary  Artery  (Swan-Ganz)  Catheterization  Critical  Care  Medicine 

Mercy  Doctors  Tower  4200  Memorial  Road 

Oklahoma  City,  OK  73120  (405)  755-4290 


ROBERT  B HOWARD.  MD,  FACS 
Certified  Amencan  Board  of  Surgery 

Pracfice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


MICHAEL  E.  REIF,  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City,  OK  731 20  After  hours  232-8861 


RECONSTRUCTIVE  AND  PLASTIC  SURGERY 


PARAMJIT  S BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

235-6671 

Oklahoma  City.  Okla.  73103 


LEONARD  H BROWN,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

6913  S.  Canton  Tulsa.  Oklahoma  74136  492-3964 


1211  N Shartel 
Suite  600 
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WILLIAM  J.  FORREST,  MD 


JOSEPH  D PARKHURST,  MD 


Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 


7908  N W 23rd  Street  Suite  7 

Bethany.  OK  73008  495-6134 


3400  N W Expressway 


Oklahoma  City 


947-8760 


BARNEY  J,  LIMES,  MD 
Practice  Limited  to  Urology 


HERBERT  M KRAVITZ,  MD.  FACS 

Diplomale  American  Board  of  Plastic  Surgery 
Reconstructive.  Cosmetic  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


FRED  R MARTIN.  MD 

601  St  John's  Doctors  Bldg 
1705  East  19lh  Street 
Tulsa,  Oklahoma  74104 
742-4851 


JOHN  M CLARK.  MD 

810  Warren  Professional  Bldg 
6465  South  Yale  Ave. 
Tulsa,  Oklahoma  74136 
492-6131 


Diplomales  American  Board  of  Plastic  Surgery 


UROLOGY 


A de  QUEVEDO,  MD,  Inc 
Diplomale  of  the  American  Board  of  Urotogy 

Suite  606 

1211  N Sharlel  Oklahoma  City.  Oklahoma  73103  232-1333 


Physicians  and  Surgeons  Bldg 
1211  N Sharlel 
Oklahoma  City 
Phone  235-0315 


GENE  T BAUMGARNER.  MD.  FACS 
Diplomale  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 

Oklahoma  City,  Oklahoma  73120  405  755-3723 


Professional  Card  listings  are  available  to 
Members. 

They  are  sold  in  vertical  increments 
of  one-half  inch, 
at  the  rate  of 
$50.00  per  year. 


OKL.\HO.M.\ 


OS 

PC 


CLINIC 


Oklahoma  Spine/Pain  Clinic 

Multi-dtsciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomale  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3113  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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NOW  IS  THE  TIME  to 
make  your  plans  to  attend 
our  state  convention, 
scheduled  for  May  4-7, 

1983,  in  Tulsa’s  new  and 
beautiful  Excelsior  Hotel. 

While  our  physicians  at- 
tend their  "Medicine  On 
The  Move:  Technology  and  Trends  ’83,”spouses 
will  participate  in  a "Color  Me  There”  theme. 
Auxilians  will  be  challenged  to  become  "In- 
volved, Cieative,  Informed,  Active,  Beautiful, 
and  On  the  Go.”  You’ll  understand  this  when 
you  receive  your  official  invitation. 

In  addition  to  the  program  mentioned  above, 
we  are  once  again  honored  to  have  our  current 
National  President  of  the  American  Medical 
Association  Auxiliary  as  our  very  special  guest. 

Mrs  Betty  (Torrence  P.  B.)  Payne,  assumed 
the  office  of  President  of  the  American  Medical 
Association  Auxiliary  at  the  organization’s 
1982  Annual  Convention  in  Chicago;  she  has 
served  the  national  organization  for  a number 
of  years. 

On  the  state  level,  Mrs  Payne  currently  is  the 
AMA  Auxiliary  consulting  advisor.  She  has 
held  almost  every  other  state  office  and  served 
on  numerous  committees.  As  state  children  and 
youth  chairman,  she  worked  statewide  with  the 


medical  society’s  Veneral  Disease  Mobile  Unit, 
and  introduced  the  Smoking  Sam  program  to 
the  local  school.  On  a county  level  she  is  a past- 
president  and  served  in  other  offices. 

Mrs  Payne  has  volunteered  extensively  in  the 
community,  and  is  active  in  the  Junior  League, 
her  local  hospital  auxiliary,  day  nursery,  cere- 
bral palsy  society.  United  Fund,  and  commun- 
ity garden  club.  She  is  listed  in  "Outstanding 
Women  in  Orange  County.” 

Born  Vasilia  Stavrides  in  Athens,  Betty 
Payne  came  to  Canada  with  her  parents  on 
assignment  with  the  Greek  government.  After 
graduation  from  McGill  University,  Montreal, 
she  met  and  married  her  husband,  who  was 
completing  his  residency  at  a Canadian  hospi- 
tal. 

A pathologist.  Dr  Payne  is  currently  a dele- 
gate to  the  New  York  medical  society  and  serves 
on  the  board  of  his  county  medical  society. 

The  Paynes  have  two  daughters,  a son  and  a 
granddaughter. 

Betty  Payne  is  a woman  with  many  interests: 
dancing,  poetry,  gardening,  classical  music, 
and  gourmet  cooking.  She  is  fluent  in  Greek, 
French,  and  English  and  has  traveled  ex- 
tensively. 

Come  meet,  visit  and  hear  her.  You’ll  be  glad 
you  did!  □ 
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M.  Joe  Crosthwait,  MD,  a charter  member  of 
the  staff  of  Midwest  City  Memorial  Hospital 
and  an  Oklahoma  delegate  to  the  American 
Medical  Association,  has  been  appointed  to  the 
AMA’s  Work  Group  on  National  Health  Policy 
Agenda.  He  is  one  of  18  private  physicians  in 
the  United  States  to  be  selected  from  a group  of 
83  nominees.  The  Work  Group  on  National 
Health  Policy  Agenda  is  formulating  a frame- 
work to  assist  decision  makers  involved  in 
making  health  policy  decisions  nationwide. 
The  group  includes  representatives  from 
medicine,  business,  labor,  and  other  segments 
of  society.  Crosthwait  also  serves  as  chairman 
of  the  OSMA  Council  on  Professional  and  Pub- 
lic Relations. 

Tulsa’s  St  John  Cardiovascular  Instutite 
will  hold  its  third  annual  symposium,  "Current 
Clinical  Concepts,”  on  April  8-9,  1983,  at  the 
Tulsa  Excelsior  Hotel.  The  guest  faculty  will 
be  headed  by  W.  Proctor  Harvey,  MD,  professor 
of  medicine  and  director.  Division  of  Cardio- 
logy, Georgetown  University  Medical  Center. 
The  symposium  is  designed  for  physicians,  crit- 
ical care  nurses,  staff  nurses,  and  technicians. 
The  program  has  been  certified  for  nine  hours 
of  AMA  Category  I credit  for  the  Physicians 
Recognition  Award.  Symposium  information  is 
available  from  LoRayne  Whitehead,  MSN,  St 
John  Medical  Center,  1923  South  Utica,  Tulsa, 
Oklahoma  74104,  (918)  744-2828. 

The  American  Medical  Association  will 
hold  a "Symposium  on  Drinking  Water  and 
Human  Health”  on  April  7-8,  1983,  at  the 
Washington  Hilton  Hotel  in  Washington,  DC. 
The  meeting  will  be  cosponsored  by  the  Office 
of  Drinking  Water  of  the  US  Environmental 
Protection  Agency.  Speakers  will  outline  the 
effects  on  human  health  of  a broad  range  of 
biological,  radioactive,  and  chemical  agents  in 
drinking  water  and  will  review  the  relation- 
ship of  organic  pollutants  in  water  to  the  fre- 
quency of  cancer  in  humans.  Other  topics  in- 
clude the  relationship  of  sodium  content  and 
hardness  of  drinking  water  to  cardiovascular 
disease,  the  setting  of  standards  for  safe  drink- 
ing water,  and  the  role  of  local,  state,  and  fed- 
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eral  agencies  in  improving  drinking  water 
quality. 

The  OSMA  Council  on  Professional  and 
Public  Relations  is  developing  a patient  sur- 
vey brochure  for  use  by  physician  members  in 
pinpointing  problem  areas  within  their  medi- 
cal practices.  The  brochures  will  be  distributed 
free  to  physicians  upon  request.  Survey  ques- 
tions cover  appointment  policies,  office 
facilities,  treatment  by  office  staff,  communi- 
cation between  physician  and  patient,  and 
quality  of  medical  care.  OSMA  members  will 
be  notified  as  soon  as  the  brochures  are  ready 
for  distribution. 

Cardiologist  Zaheer  U.  Baber,  MD, 

Oklahoma  City,  has  been  elected  to  fellowship 
in  the  American  College  of  Cardiology.  Dr 
Baber  is  on  the  staff  of  Midwest  City  Memorial 
Hospital.  The  American  College  of  Cardiology, 
a 12,000-member  organization,  is  dedicated  to 
providing  optimal  care  for  persons  with  cardio- 
vascular disease  to  promoting  research  and 
educational  activities  aimed  at  disease  preven- 
tion. 

The  Southern  Medical  Association  has 
scheduled  two  Medical  Staff  Leadership  Semi- 
nars. The  first  is  set  for  March  18-20,  1983,  at 
Longboat  Key  Club,  Sarasota,  Florida;  the  sec- 
ond is  set  for  April  22-24,  1983,  at  the  Hilton 
Head  Marriott,  Hilton  Head,  South  Carolina. 
Cost  for  each  seminar  is  $220  for  members  and 
$275  for  nonmembers.  For  information  contact 
Jeanette  Stone,  Southern  Medical  Association, 
2601  Highland  Avenue,  PO  Box  2446,  Birm- 
ingham, Alabama  35201,  (205)  323-4400. 

Family  practitioner  Keith  I.  Bernhardt, 

MD,  will  serve  as  chief  of  staff  at  Midwest  City 
Hospital  for  1983.  Dr  Bernhardt  received  his 
BS  in  chemistry  and  biology  from  South- 
western Oklahoma  State  University  in 
Weatherford  and  his  MD  from  the  University 
of  Oklahoma  Medical  School.  He  joined  the 
medical  staff  of  Midwest  City  Memorial  in 
1965.  □ 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalinane*® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A el  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Cun  Ther  Res 
ms-22.  Jan  1971.  4.  Kales  A et  al:  JAMA  24/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:S4\-546,  Dec  1979. 

9.  Dement  WC  el  al:  BehavMed  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  1,  Williams  RL.  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association.  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh.  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc,, 
Nutley,  NJ. 

Dalmane’  (S 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows; 
Indications;  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCl;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dostkge:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied;  Capsules  containing  15  mg  or  30  mg  flurtize- 
pam  HCl. 
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Dalmane*  [flurazepam  HCl /Roche]  Stands  Apart 


Only  me 
sleep  medicatim 
objectively 
fulfills  all  these 
inq)ortant 
criteria: 

•Rapid  onset  of  sleep.* 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.* 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.* 

•Continued  efficacy  for  at  least  28  nights ; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.*  '*' 


library 

APR  1 R 


15-mg/30-mg  cap 


RflCHF  ^ Roche  Products  Inc. 

' Manati,  Puerto  Rico  00701 

Co()\Ti§hl  © 1983  by  Roche  Products  Inc.  .■\ll  rights  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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Have  the  new  pension  laws  got  you  down? 

Why  employ  when  you  can  lease? 

Staff  leasing  will  reduce  \jour  taxes  and  increase  \;our  net  earnings 


Your  staff  will  enjoy  superior 
employee -benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• We  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 

( ^ 

Our  staff  leasing  arrangement  is  also  a recognized  solution  for  those  professional 

corporations  which  are  faced  with  the  affiliated  service  group  problems,  under  IRC 

Section  414  (m). 

V J 


STAFF  LEASING,  INC. 

The  Employee  Leasing  Company 

IN  OKLAHOMA  CALL  IN  TEXAS  CALL 

(405)  943-3310  (214)  343-8682 


POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 


CITY  OF  FAITH 


Medical  and  Research  Center  • Tulsa,  OK  74136 


I (TERNAL  MEDICINE 

' NERAL  IMTERNAL  MEDICINE 

• nton  rn.  Corder,  M.D. 

: rol  A.  Talacki,  M.D. 

JRDIOLOGY 

er  O.  Knight,  M.D. 

, ,eph  W.  Linhart,  M.D. 
nielJ.  MacNeil,  M.D. 

IDOCRINOLOGY 

orge  W.  Moore,  M.D. 

vSTROENTEROLOGY 

isM.  Taylor,  M.D. 

FECTIOGS  DISEASES 

ry  D.  Edwards,  M.D. 

:phrology 

hn  J.  Keveney,  Jr.,  M.D. 
ijicia  M.  Lindsay,  M.D. 

laROLOGY 

rhael  Karathanos,  M.D. 
ph  W.  Richter,  M.D. 

ILMOPiARY  MEDICINE 

ph  A.  Redding,  M.D. 

ECOLOGY 

[hur  F.  Hoge,  M.D. 
thony  J.  Murgo,  M.D. 
dim  F.  Nimeh,  M.D. 

:matology 

thony  J.  Murgo,  M.D. 
dim  F.  Nimeh,  M.D. 

iALTH  APPRAISAL  CLINIC 

Ibert  O.  Williams,  M.D. 

MERGENCYROOM 

iEDICINE 

3.  Knight,  Jr.,  M.D. 
ward  C.  Lauber,  Jr.,  M.D. 
orge  L Osborne,  M.D. 

>.  Pennington,  M.D. 


SURGERY 

CARDIAC-THORACIC  SURGERY 

H.  Joseph  Holliday,  M.D. 

Jasper  L.  McPhail,  M.D. 

GENERAL  SURGERY 

Ralph  L.  Byron,  M.D. 

David  B.  Hinshaw,  M.D. 

D.  Lewis  Moore,  M.D. 

George  L.  Osborne,  M.D. 

Roger  L.  Youmans,  M.D. 

GYNECOLOGY 

Herbert  S.  Gates,  Jr.,  M.D. 

OPHTHALMOLOGY 

Raymond  E.  Townsend,  M.D. 

ORTHOPEDIC  SURGERY 

C.  Reiff  Brown,  M.D. 

Alan  W.  Holderness,  M.D. 

NEGROSaRGERY 

Ronald  E.  Woosley,  M.D. 

OTORHINOLARYNGOLOGY 

Richard  E.  Carlson,  M.D. 

PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 

Lewis  W.  Thompson,  M.D. 

ORAL  SURGERY 

Jerry  L.  Greer,  D.D.S. 

Philip  D.  Marano,  D.D.S. 

UROLOGY 

Edward  M.  Blight,  M.D. 

ANESTHESIOLOGY 

Jonathan  D.  Friend.  II,  M.D. 

Betty  L.  Grundy,  M.D. 

GaryE.  Hill,  M.D. 


LABORATORY 

MEDICINE 

AND  PATHOLOGY 

Robert  H.  Chappell,  M.D. 

Edward  F.  Goljan,  M.D. 

John  E.  Lewis,  M.D. 

Antonio  R.  Navarrete,  M.D. 
Raymond  J.  Thabet,  M.D. 


PEDIATRICS 

GENERAL  PEDIATRICS 
AND  ADOLESCENT  MEDICINE 

Lynnette  J.  Calvert,  M.D. 

Mona  S.  Mange,  M.D. 

Carl  E.  Pfanstiel,  Jr.,  M.D. 

David  I.  Schrum,  M.D. 

PEDIATRIC  CARDIOLOGY 

Marion  K.  Ledbetter,  M.D. 

PEDIATRIC  GASTROENTEROLOGY 

Sean  J.  Fennell,  M.D. 

PSYCHIATRY 

F.  Paul  Kosbab,  M.D. 

Marianne  E.  Kosbab,  M.D. 

George  E.  Parkhurst,  M.D. 

Orlando  P.  Peccora,  M.D. 


RADIOLOGY 

DIAGNOSTIC  IMAGING 

Charles  R.  Gosnell,  M.D. 

Patrick  D.  Lester,  M.D. 

Gilbert  O.  Maulsby,  M.D. 

Kenneth  K.  Wheatley,  M.D. 

RADIATION  ONCOLOGY 

Phillip  W.  Jones,  M.D. 

FAMILY 

AND  COMMUNITY 
MEDICINE 

CITY  OF  FAITH  CLINIC 

Carolyn  M.  Blight,  M.D. 

Robert  J.  Bliss,  M.D. 

Bee  Sun  Lu,  M.D. 

Delbert  O.  Williams,  Jr.,  M.D. 

FAMILY  PRACTICE  CENTER 

Jon  C.  Calvert,  M.D. 

John  R.  Crouch,  Jr.  M.D. 

Frank  G.  Hamilton,  M.D. 

Guy  E.  Henning,  M.D. 

W.  Craig  Sanford,  M.D. 

Edward  F.  Slothour,  M.D. 


elephone  consultations  day  or  night  • (918)  493-1000 


The  High  Altitude 
Costs  of  "Claims 
Made”  Insurance 


A “Claims  Made”  malpractice  policy  is  designed 
to  rise  in  price  like  a hot  air  balloon. 


So  the  probabilities  are  sky  high  that  in  the  long  run  you’ll  pay  much  more  for  your  coverage 
if  you  make  a switch  from  PLICO  to  the  new  “Claims  Made”  competitor  now  soliciting  Oklahoma 
physicians. 

The  low  first-year  cost  of  their  balloon-like  policy  is  doubled  by  inflation  in  the  second  year, 
followed  by  an  approximate  50  percent  expansion  in  the  third  year  and  still  more  increases  are 
pumped  in  during  the  fourth  and  fifth  years.  All  of  these  step-rated  increases  are  compounded 
to  the  point  where  your  fifth  year  premium  will  be  three  to  four  times  larger  than  the  inviting  first- 
year  cost  of  this  “Claims  Made”  policy. 

PLICO’s  premiums  feature  down-to-earth  stability.  Your  cost-conscious  Board  of  Directors  has 
managed  to  keep  PLICO’s  rates  essentially  unchanged  over  a four-year  period  — even  during 
a time  of  record  high  general  inflation. 

By  using  the  current  rates  of  both  carriers,  and  by  assuming  the  same  relative  performance  over 
the  next  five  years,  we  can  easily  demonstrate  the  folly  of  giving  any  consideration  to  our  com- 
petitor’s product. 

If  you’re  a general  surgeon,  for  example,  over  a 5-year  period  you’ll  pay  PLICO’s  competitor 
a whopping  total  premium  of  $32,151  for  a $1,000,000  professional  liability  insurance  policy. 
Yet  PLICO  charges  only  $18,685  for  the  same  coverage  limit  over  the  same  time  frame. 

So  on  the  bottom  line  we  find  that  PLICO  saves  you  $13,446  — which  is  enough  pocket  change 
to  buy  your  wife  a new  Buick.  , .or  enough  to  bankroll  your  daughter’s  wedding.  . .or  enough 
to  make  a substantial  down  payment  on  that  special  little  place  by  a placid  lake.  . .or  enough  to 
buy  10,773  Big  Macs  for  your  kids  and  several  armies  of  their  friends. 

And  with  sweepstakes  savings  like  these  coming  your  way  through  PLICO’s  frugal  operations, 
it  goes  without  saying  which  company  you  should  choose  as  your  malpractice  carrier. 

You’ll  make  the  right  decision  — or  our  name  isn’t  PLICO! 


THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P.O.  Box  18171  . Oklahoma  City,  OK  73154  • 405/843-0215 
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Pinworms  work 
the  night  shift 


Artist’s  interpretation: 

The  nocturnal  egg-laying  of  the 
female  pinworm  causes  acute 
perianal  itch. . .making  children 
shift  sleeplessly  through  the  night. 


Put  pinworms 
out  of  work... 


Promptly  paralyzes 
pinworms  and  roundworms 

Antiminth®  (pyrantel  pamoate) 
has  a unique,  rapid  immobilizing 
effect  on  worms.  Unlike  meben- 
dazole, which  blocks  glucose 
uptake — slowly  “starving” 
helminths  to  death — Antiminth 
quickly  acts  on  the  neuro- 
muscular junction  to  promptly 
paralyze  parasites. 

97%  efficacy 
with  a single  dose 

A single  dose  of  Antiminth 
delivers  rapid  clinical  and  parasi- 
tological cures,  “Single  doses. . . 
showed  high  overall  efficacy 
against  Enterobius  vermicularis 
[97.2%)  and  Ascaris 
lumbricoides  (97.5%).”^ 

Simple, 

well  tolerated  therapy 

Antiminth  offers  ease  of  adminis- 
;ration  and  patient  tolerance. 

“. . . when  compared  to  the  other 
single  dose  agents  available, 
’Antiminth]  has  the  advantage  of 
Deing  non- staining  and  may  be 
better  tolerated.”^ 

The  dosage  form 
children  like 

Antiminth  is  available  as  a pleas- 
ant tasting,  caramel-flavored 
oral  suspension.  Effective  in  just 


one  dose  against  pinworm  and 
roundworm — in  both  children 
and  adults — Antiminth  is  easy- 
to-administer  and  easy-to-take. 

Respected 

around-the-world 

In  some  parts  of  the  world,  large 
populations  are  afflicted  with 
helminthic  infections.  Physicians 
in  endemic  areas  have  become 
experts  on  parasitic  diseases — 
and  have  come  to  rely  on  Anti- 
minth for  the  rapid  cure  of  infes- 
tations. Antiminth  is  recom- 
mended as  an  agent  of  first  choice 
for  pinworm  and  roundworm  by 
leading  medical  authorities.  ^ 


Warnings 

Usage  in  Pregnancy  Reproduction  studies 
have  been  performed  in  animals  and  there  was 
no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who 
have  received  this  drug. 

The  drug  has  not  been  extensively  studied  in 
children  under  two  years:  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be 
considered. 

Precautions 

Minor  transient  elevations  of  SCOT 

have  occurred  in  a small  percentage  of  patients. 

Therefore,  this  drug  should  be  used 

with  caution  in  patients  with  pre-existing  liver 

dysfunction. 

Adverse  Reactions 

The  most  frequently  encountered  adverse  reac- 
tions are  related  to  the  gastrointestinal  system. 
Gastrointestinal  and  hepatic  reactions:  anorexia, 
nausea,  vomiting,  gastralgia,  abdominal  cramps, 
diarrhea  and  tenesmus,  transient  elevation  of 
SCOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration 
Children  and  Adults  Antiminth  Oral  Suspen- 
sion (50  mg  of  pyrantel  base/ml)  should  be 
administered  in  a single  dose  of  11  mg  of  pyran- 
tel base  per  kg  of  body  weight  (or  5 mg/lb.): 
maximum  total  dose  1 gram.  This  corresponds 
to  a simplified  dosage  regimen  of  1 ml  of 
Antiminth  per  10  lb.  of  body  weight.  (One 
teaspoonful  = 5 ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension 
may  be  administered  without  regard  to  ingestion 
of  food  or  time  of  day,  and  purging  is  not  neces- 
sary prior  to,  during,  or  after  therapy.  It  may  be 
taken  with  milk  or  fruit  juices. 

References  1.  Pitts  NE,  Migliardi  JR:  Clinical 
Pediatrics  13:87,  1974.  2.  Modell  W:  Drugs  of 
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1980,  p.  362.  3.  Goodman  LS,  Gilman  A:  The 
Pharmacologic  Basis  of  Therapeutics,  6th 
edition,  MacMillan  Publishing  Co.,  Inc.,  New 
York.  1980,  p.  1032. 
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Teach  More;  Test  Less 

Defensive  medicine  can  be  practiced  without 
increasing  the  cost  of  medical  care  for  our  pa- 
tients. In  order  to  do  this  we  must  first  accept 
the  fact  that  we  are  not  divine,  our  word  is  not 
gospel  and  our  knowledge  is  not  perfect.  We 
must  learn  to  confer  with  rather  than  dictate  to 
our  patients.  We  must  explain  diagnostic  pos- 
sibilities, therapeutic  options  and  prognostic 
variables.  We  must  become  the  teachers  of  our 
patients  and  their  families  and  literally  earn 
our  title  as  "doctors.” 

All  of  this  takes  time  to  accomplish,  and  lots 
of  conversation.  But  the  time  we  spend  talking 
to  our  patients,  enlisting  their  curiosity  in  our 
search  for  the  right  diagnosis,  the  most  appro- 
priate treatment  and  the  best  prognosis  will 
gain  infinitely  greater  results  than  a dozen 
tests  ordered  in  the  name  of  defensive  medical 
practice;  a dozen  tests  which  we  also  have  or- 
dered our  patients  to  pay  for,  without  so  much 
as  asking  their  permission. 

Once  informed,  most  of  our  patients  can 
make  prudent  decisions  concerning  essential 
diagnostic  and  therapeutic  procedures  and 
select  those  which  are  most  compatible  with 
their  wishes  and  our  advice.  For  such  an  ar- 
rangement to  produce  favorable  results  how- 


ever, we  must  make  sure  that  we  understand 
our  patients’  wishes  and  that  they  understand 
our  advice.  We  must  define  alternatives  and 
options  and  present  them  in  the  order  of  our 
preferences,  encouraging  our  patients  to  accept 
them  in  the  order  of  their  preferences.  Since 
price  tags  often  exert  powerful  influences  in 
any  selection  process,  it  is  our  responsibility 
also  to  be  well  informed  about  the  costs  of  our 
recommendations  and  insure  that  our  patients 
consider  those  costs  in  their  deliberations  and 
decisions. 

When  the  understanding  is  complete  and  the 
decisions  are  final,  a brief  documentation  can 
be  prepared  and  signed,  employing  the  same 
procedures  involved  in  obtaining  informed 
consent.  Then  the  task  is  done.  Mutuality  of 
the  contract  is  established  and  is  a matter  of 
record. 

Using  this  approach  we  will  save  our  pa- 
tients millions  of  dollars  we  now  require  them 
to  spend  for  our  protection  and  their  medical 
care.  Furthermore,  we  will  be  practicing  truly 
defensive  medicine  while  regaining  a position 
of  respect  and  assuming,  once  more,  the  role  of 
compassionate  professionals. 

Also,  it  is  very  likely  that  we  will  be  spend- 
ing fewer  hours  in  the  courtroom  and  fewer 
dollars  for  liability  insurance.  MRJ 
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president’s  page 


As  my  term  of  office  as 
your  president  comes  to  an 
end,  and  we  welcome  oiir 
new  officers  under  the  presi- 
dential leadership  of  George 
Kamp,  MD,  of  Tulsa,  the 
past  year  comes  into  more 
vivid  focus,  and  several  sub- 
jects come  to  mind  as  having 
been  outstanding  during  the 
year.  It  has  been  a most  in- 
teresting time,  and  has  in- 
troduced me  to  many  people,  events  and  perspec- 
tives not  previously  known,  and  broadened  my 
views  and  horizons  beyond  any  scope  previously 
conceived. 

As  a functioning  organization  the  OKLAHOMA 
STATE  MEDICAL  ASSOCIATION  demonstrates 
the  efficiency  of  its  staff,  and  one  cannot  begin  to 
appreciate  the  dedication,  inventiveness,  concern 
and  devotion  of  all  the  staff  members  until  the  close 
association  of  operating  the  society  on  a day  to  day 
basis  has  been  experienced.  They  are  the  unsung 
heroes  of  the  OSMA,  and  my  appreciation  for  their 
efforts  and  loyalty  knows  no  limits. 

Our  Executive  Director,  Mr  David  Bickham,  and 
his  executive  staff,  continue  to  provide  the  help  and 
guidance  and  innovative  ideas  necessary  for  the 
background  of  the  activities  of  all  of  us,  and  the  ex- 
ecution of  the  various  projects  and  activities  of  the 
OSMA  hinges  on  their  devotion  and  genuine  con- 
cern for  the  medical  profession  and  our  organization. 
I cannot  thank  them  enough,  either  individually  or 
collectively,  for  their  help  and  support  during  the 
past  year. 

Over  many  years,  Louise  Martin  has  received  the 
accolades  of  all  concerned  with  her  many  wonder- 
fully performed  duties  at  our  headquarters,  but  her 
work  with  the  OSMA  JOURNAL  is  the  shining  star 
in  her  firmament  and  must  receive  my  highest 
commendation. 

The  auxiliary,  under  the  outstanding  leadership 
of  Betty  Edge,  has  continued  its  unswerving  service 
to  the  OSMA,  demonstrating  the  loyalty  to  all  our 
projects  for  which  it  is  famous.  All  our  thanks,  un- 
derlined many  times,  go  to  you  and  all  your  charm- 
ing auxilians,  Betty. 

Our  Councils  and  various  committees  have  per- 
formed well,  and  must  be  recognized  for  the  invalu- 
able service  they  render  in  contributing  to  the  image 
and  well  being  of  the  OSMA.  Without  these  groups. 


much  of  the  important  activities  of  our  federation 
would  cease  and  it  would  become  a hollow  shell. 

One  of  the  most  impressive  concepts  of  the  year 
has  been  the  first-hand  and  intimate  realization  of 
the  regard  and  respect  held  by  the  general  public, 
legislators  and  other  public  officials,  and  officials  of 
the  American  Medical  Association,  for  our  organiza- 
tion and  the  principles  it  upholds.  This  attitude 
speaks  highly  for  the  work  and  public  image  of  our 
staff,  and  for  our  officers.  Board  of  Trustees,  House 
of  Delegates  and  for  our  Delegates  and  Alternate 
Delegates  to  the  AMA.  The  maintainence  and 
further  improvement  of  that  image  will  continue  to 
be  a high  priority  by  our  staff  and  officers. 

The  honor  of  serving  as  the  president  of  the  Ok- 
lahoma State  Medical  Association  has  enriched  my 
life  both  personally  and  professionally,  and  my 
thanks  go  to  all  of  you  for  this  opportunity,  and  for 
your  support. 

The  practice  of  medicine  is  undergoing  significant 
changes,  some  drastic,  which  will  continue  at  an  in- 
creasingly frantic  pace,  and  which  will  require  great 
concentration  of  effort  by  our  society  to  maintain 
quality  medical  care.  Fee-for-service  medical  care, 
as  we  have  known  it,  is  confronted  with  governmen- 
tal and  private  sector  schemes  for  cost  containment 
which  are  now  overtly,  rather  than  covertly,  devoted 
only  to  saving  money.  Quality  care  and  preservation 
of  mainstream  care  for  all  patients  have  been 
pushed  far  into  the  depths  of  the  cost  containment 
maelstrom,  and  will  surface  only  through  the  con- 
certed efforts  of  the  individual  medical  practitioner 
and  his  organized  medical  societies.  Competitive  ac- 
tivities of  doctors  and  groups  of  doctors  are  not  new 
or  evil,  but  when  spiked  with  threatened  with- 
holding of  third  party  and  governmental  payments, 
or  other  disciplinary  measures  giving  additional  fi- 
nancial burden  or  threat  to  the  recipients  of  these 
benefits,  the  pot  may  boil  to  the  utmost  and  the  en- 
tire concept  result  in  the  suppression  of  medical  care 
to  its  lowest  level  of  function  with  quality  of  care 
becoming  an  unknown,  or  ignored,  concept.  We  must 
not  only  maintain  our  own  devotion  to  quality,  but 
we  must  foster  such  concerns  in  hospital  administ- 
rations by  closer  and  more  forceful  aid  to  their  ef- 
forts to  survive  the  immiment  onslaught  of  tight 
cost  containment  from  all  third  party  payors. 
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Hospice  Care  Without  Hospice 


DALA  R.  JAROLIM,  MD,  FACP 


Are  hospices  really  necessary?  The  primary 
physiciani office  nurse  team  alone  can  provide 
efficient  palliation.  Continuity  of  care  and 
symptom  control  are  crucial. 


Over  the  past  five  years,  much  has  been 
written  on  palliative  care,  death,  and  dying. 
The  hospice  movement  began  in  England  and 
has  spread  across  the  United  States  with  free- 
standing community  hospice,  hospital- 
affiliated  hospice,  and  visiting  nurses’  associa- 
tions offering  hospice  care.^  Integral  to  these 
plans  is  the  concept  of  continuity  of  care  with 
teams  of  professionals  and  trained  volunteers 
making  home  visits.  Symptom  control  and 
psychological  support  for  patient  and  family 
are  emphasized.  Should  a home  death  be  de- 
sired, the  team  helps  to  prepare  the  family  and 
may  actually  participate  in  the  vigil.  The  smal- 


lest of  these  hospice  units  consists  of  a 
physician-medical  director  (usually  separate 
from  the  primary  care  physician  and/or  on- 
cologist), a nurse,  a pharmacist,  a psychologist, 
a social  worker,  a director  of  volunteers,  and 
volunteers.  Separate  charges  generally  are 
made  for  the  team’s  services. 

In  many  communities,  the  resources  are  not 
available  to  provide  dying  patients  with  this 
wealth  of  manpower.  The  experience  of  cancer 
patients  affiliated  with  the  community-based 
Tulsa  Medical  College  has  shown  that  pallia- 
tive care  and  home  death  are  possible  without 
a formal  hospice  program. 

Community  Experiences  Reported 

The  Tulsa  Community  Internal  Medicine 
Center  opened  in  July  1978,  serving  out- 
patients of  three  large  private  hospitals  in 
Tulsa  which  form  the  Tulsa  Medical  Education 
Foundation.  In  conjunction  with  the  Univer- 
sity of  Oklahoma  Tulsa  Medical  College,  the 
center  conducts  a weekly  clinic  for  oncology  pa- 
tients. In  April  1980,  the  newly  opened  Vet- 
erans Administration  Tulsa  Outpatient  Clinic 
also  began  a weekly  oncology  clinic.  Residents 
and  faculty  participate  in  both  clinics,  and 
their  experience  forms  the  basis  for  this  report. 
One  physician  runs  both  clinics,  and  nurses 
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provide  continuity  of  care.  Existing  community 
resources  such  as  Tulsa  City-County  visiting 
nurses  and  counselors  from  Tulsa  Psychiatric 
Center  are  utilized,  but  no  person  has  been 
hired  specifically  to  provide  palliative  care. 

The  records  of  50  patients  who  did  not  have 
access  to  hospice  services  were  reviewed  to 
characterize  their  terminal  illnesses.  Date  of 
original  diagnosis  of  cancer,  type  of  cancer. 


”Our  experience  . . . has 
shown  that  terminal  care  can 
be  provided  to  cancer  patients 
easily  and  efficiently  by  the 
primary  physician  and  office 
nurse.” 


mode  of  therapy,  date  of  relapse,  date  of  initia- 
tion and  place  of  palliative  care,  date  and  cause 
of  death,  and  primary  caretaker  were  recorded. 

Terminal  care  for  50  patients  was  provided 
by  physicians  of  Tulsa  Community  Internal 
Medicine  Center.  Thirty-four  of  these  patients 
received  significant  palliative  care  in  the 
home.  Sixteen  patients  did  not:  4 patients 
lacked  family  support,  5 died  unexpectedly 
prior  to  the  need  for  palliation,  and  7 were  hos- 
pitalized at  doctor  or  patient  request. 

There  were  28  hospital  deaths,  18  of  which 
were  clinic  patients  who  had  seen  more  than 
one  resident  physician.  Ten  patients  were 
cared  for  by  one  physician:  three  were  private 
patients  and  seven  were  Veterans  Administra- 
tion patients.  Three  of  these  patients  had  pro- 
longed palliative  care  in  the  home,  but  were 
admitted  to  die  in  the  hospital. 


Dala  R.  Jarolim,  MD,  was  graduated  from 
the  University  of  Oklahoma  College  of  Medicine 
in  1975.  She  is  certified  by  the  American  Board 
of  Internal  MedicinelMedical  Onocology  and  is 
presently  fulltime  assistant  professor  at  the 
Tulsa  Medical  College.  Dr  Jarolim  is  a Fellow, 
American  College  of  Physicians  and  a member 
of  the  Alpha  Omega  Alpha  and  Eastern 
Cooperative  Oncology  Group. 
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Nineteen  patients  died  at  home:  3 were  clinic 
patients  with  multiple  resident  physicians,  3 
were  private  and  13  were  Veterans  Administ- 
ration patients  of  a single  faculty  physician. 

Three  patients  had  relatively  long  periods  of 
palliation:  one  breast  cancer  patient  for  six 
months  and  two  colon  cancer  patients  for  ele- 
ven and  eight  months.  Excluding  these  three, 
the  mean  length  of  palliative  care  was  1.8 
months. 

Palliative  Care  Requirements 

Our  experience  at  Tulsa  Medical  College  in 
the  Tulsa  community  hospitals  has  shown  that 
terminal  care  and  home  death  can  be  provided 
to  cancer  patients  easily  and  efficiently  by  the 
primary  physician  and  office  nurse.  Teams  of 
highly  skilled  professionals  and  trained  volun- 
teers are  a luxury  and  are  unnecessary  for  care 
of  the  patient  with  few  financial  resources. 

Successful  palliative  care  requires: 

1.  Physician  knowledge  of  symptom  control. 
The  use  of  routine  and  ample  amounts  of 
oral  narcotics  to  prevent  rather  than 
treat  pain  is  very  important.^  The  use  of 
prophylactic  measures  against  the  ac- 
companying constipation  and  of  anti- 
emetics to  control  nausea  needs  to  be 
emphasized,  as  well  as  the  use  of  anti- 
depressants and  hypnotics  when  neces- 
sary. Drug  interactions  and  common  side 
effects  of  previous  therapy  need  to  be 
considered. 


’’Teams  of  highly  skilled  pro- 
fessionals and  trained  volun- 
teers are  a luxury  and  are  un- 
necessary for  care  of  the  pa- 
tient with  few  financial  re- 
sources.” 


Patient  comfort  is  paramount.  Commodes, 
hospital  beds,  indwelling  catheters,  egg- 
crate  mattresses,  wheelchairs,  and  hyd- 
raulic lifts  can  be  obtained  for  home  use, 
often  at  no  charge  through  organizations 
such  as  the  American  Cancer  Society.^ 
2.  Patient  and  family  education  of  the  dis- 
ease manifestations  and  its  treatment. 
When  forewarned  of  a certain  symptom, 
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the  patient  and  family  are  less  frigh- 
tened at  its  occurrence.  The  disease  may 
be  incurable,  but  most  symptoms  can  be 
treated  in  some  way;  this  ongoing  care 
can  be  a positive  experience  for  the  pa- 
tient and  family.  Many  patients  may 
wish  to  discuss  the  anticipated  mode  of 
dying.  Unrealistic  fears  of  horrible,  pain- 
ful deaths  may  be  discovered  and  al- 
leviated with  the  knowledge  that  many 
people  simply  become  less  responsive 
and  slip  into  a coma  prior  to  death. 

3.  "Bonding’  among  patient,  nurse,  physi- 
cian, and  family.  Formal  counseling  or 
group  sessions  with  psychologists  or  so- 
cial workers  are  not  necessary  for  ver- 
balization of  anxieties  and  fears.  Tension 
often  develops  between  spouses  when 
one  is  terminally  ill,  and  talking  with 
each  separately  at  some  point  allows 
both  to  talk  freely.  An  understanding, 
reassuring  staff  is  usually  all  that  is 
needed  to  provide  emotional  support. 

Palliation  is  much  easier  with  continuity  of 
care,  that  is,  with  the  same  physician  and 
nurse  at  each  office  visit  and  available  between 
visits  for  telephone  consultation.  The  patient’s 
condition  is  known  then  in  much  detail,  and 
decisions  can  be  made  with  the  advantage  of 
prior  experiences.  In  89.5%  of  the  home  deaths, 
a single  physician  was  responsible  for  the  con- 
tinuous care  of  the  patient.  Of  the  hospital 
deaths,  64.3%  had  been  seen  by  multiple  doc- 
tors, perhaps  a factor  in  determining  the  loca- 
tion for  the  terminal  care. 

Home  visits  by  nurses  are  desirable,  but  not 


essential.  If  the  spouse  has  been  educated 
about  symptoms,  signs,  and  treatment,  he  or 
she  generally  is  an  excellent  observer  and 
knows  the  status  quo.  Meaningful  changes  in 
condition  and  increases  in  pain  are  easily 
recognized  and  reported  by  the  spouse. 

When  the  patient  becomes  too  weak  to  come 
to  clinic,  the  spouse  continues  to  keep  the  regu- 
larly scheduled  visit.  This  insures  close  contact 
between  staff  and  family  on  a routine  basis 
during  office  hours,  and  emergency  phone  calls 
for  unexpected  events  are  rare.  The  routine  of- 
fice visit  emphasizes  the  continued  interest 
and  support  of  the  staff.  Hospitalization  is  al- 
ways an  option  should  the  patient  or  family 
desire  it. 

Arrangements  for  pronouncement  and  pick- 
up by  the  funeral  home  are  made  prior  to  death 
so  that  trips  to  the  hospital  are  unnecessary. 
Follow-up  phone  calls  to  the  spouse  are  made, 
and  return  office  visits  are  encouraged  so  that 
the  grieving  may  be  shared  by  the  staff. 

Having  cared  for  26  terminal  patients  in 
hospital  and  19  terminal  patients  at  home,  we 
have  found  that  our  experience  with  the  latter 
seems  to  provide  the  patient  with  more  comfort 
and  love  at  a much  lower  cost  during  the  final 
weeks  of  life. 
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Health  Care  Priorities 
in  High-Need  Populations 


RICHARD  J.  PELS,  BS 


People  in  underserved  areas  continue  to  suffer 
from  poor  health  conditions.  Recent  and 
historical  trends  suggest  that  merely 
providing  better  access  to  doctors  will  not 
correct  this  inequity. 


Many  attempts  to  improve  the  health  of  poor 
people  in  this  country  have  surfaced  in  recent 
years.  Government  officials,  physicians,  and 
concerned  citizens  have  focused  their  attention 
on  encouraging  more  doctors  and  clinics  to  lo- 
cate in  high-need  areas,  believing  that  poor 
people  must  have  greater  access  to  medical 
care.  This  focus  emphasizes  medical  inter- 
vention as  the  priority  of  health  policy. 

Since  poor  living  conditions  underpin  many 
of  the  health  problems  suffered  by  people  in 
these  regions,  however,  medical  intervention  is 
only  palliative.  Resolving  the  disparity  be- 
tween the  level  of  health  in  these  regions  and 
that  enjoyed  by  most  Americans  would  entail 
changing  the  priorities  of  health  policy  from 


delivery  of  medical  resources  to  improvement 
of  substandard  living  conditions. 

Medical  intervention  has  proven  inadequate 
when  utilized  as  the  sole  means  of  improving 
health  conditions  among  high-need  popula- 
tions: economic  disadvantage  continues  to  cor- 
relate well  with  low  levels  of  health.  In  1976, 
for  example,  families  with  incomes  in  the  low- 
est fifth  nationally  (less  than  $6,000)  reported 
almost  twice  the  national  short-  and  long-term 
restriction  of  activity  from  health-related  prob- 
lems; this  occurred  despite  their  utilization  of 
physician  services  at  rates  equal  to  the  rest  of 
the  population.^ 

Disparities  in  both  income  levels  and  infant 
mortality  rates  between  whites  and  nonwhites 
provide  further  examples  of  this  correlation. 
While  the  percentage  of  nonwhites  earning 
less  than  $6,000  fell  from  75.8  percent  in  1970 
to  49.4  percent  in  1978,  the  rate  for  whites  fell 
from  55.6  percent  to  30.8  percent. ^ Thus,  the 
disparity  between  white  and  nonwhite  income 
levels  has  persisted.  Infant  mortality  rates  re- 
veal a similar  trend:  although  the  decline  in 
the  nonwhite  rate  has  paralleled  the  down- 
ward trend  in  the  white  rate,  the  1979  non- 
white rate  of  21.7  deaths  per  1,000  live  births 
was  still  twice  that  for  white  infants.^ 

Medical  intervention,  in  the  form  of  neonatal 
intensive  care,  has  reduced  infant  mortality 
among  both  impoverished  and  more  affluent 
people;  this  is  manifested  by  a reduction  in 
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deaths  of  low  birth-weight  infants  for  all  in- 
come groups.^  But  a recent  California  study 
showed  not  only  a greater  proportion  of  low 
birth- weight  infants  born  to  nonwhite  mothers 
but  also  that  this  gap  has  widened  over  the 
past  20  years.  ^ Low  birth-weight,  which  corre- 
lates with  income  level,®  is  a strong  predictor  of 
increased  infant  mortality®  and  may  well  ac- 
count for  the  persistently  higher  death  rates 
for  nonwhite  infants;  again,  despite  medical 
intervention,  disparities  in  health  continue  to 
coexist  with  disparities  in  incomes. 

Medicine’s  historic  role  in  the  improved  sur- 
vival noted  over  the  past  century  supports  the 
contention  that  medical  intervention  cannot 
satisfy  the  health  needs  of  high-need  popula- 
tions. Thomas  McKeown,  noted  physician  and 
social  historian,  observes  that  a reduction  in 
deaths  from  infectious  diseases  accounts  for 
most  of  the  decrease  in  childhood  mortality. 
Further,  the  decline  in  deaths  from  such  dis- 
eases as  tuberculosis,  bronchitis,  pneumonia, 
and  influenza  had  begun  by  the  turn  of  the 
20th  century,  well  before  the  advent  of  anti- 
biotic treatment  40  years  ago  (see  Fig  1 ). 

The  antibiotic  streptomycin,  for  example, 
was  developed  in  1947  and  represented  the 
first  effective  treatment  for  tuberculosis.  While 
this  drug  lowered  the  death  rate  from  tuber- 
culosis in  England  and  Wales  by  50%,  it  has 
contributed  only  3%  to  the  overall  decrease  in 
the  death  rate  since  the  early  19th  century. 


’’Medical  intervention  has 
proven  inadequate  when 
utilized  as  the  sole  means  of 
improving  health  conditions 
among  high-need  populations.” 


The  same  is  true  for  the  sulfa  drugs,  first  in- 
troduced for  the  treatment  of  pulmonary  infec- 
tions in  1938.  By  that  time,  the  death  rate  in 
England  and  Wales  from  bronchitis,  pneu- 
monia, and  influenza  had  fallen  from  approxi- 
mately 2,800  deaths  per  million  at  the  turn  of 
this  century  to  just  slightly  over  1,500  deaths 
per  million. 

The  fall  in  these  death  rates  coincided  with 
an  increase  in  food  supplies  and  with  the  intro- 
duction of  basic  hygienic  measures  such  as 
water  purification  and  efficient  sewage  dis- 
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Figure  I Adapted  from  McKeown.  Decline  in 
death  rates  from  pulmonary  diseases. 


posal.  Thus,  public  health  measures  aimed  at 
eradicating  substandard  living  conditions,  not 
medical  intervention,  correlate  best  with  the 
improvement  in  health  noted  over  the  past 
century.®  Similar  trends  have  been  noted  for 
the  United  States  during  this  period  as  well.'' 

Public  Health  Problems  Persist 

Despite  this  success,  high-need  populations 
today  still  do  not  have  adequate  access  to  such 
public  health  measures;  the  result  is  per- 
sistence of  poor  living  conditions.  Mal- 
nutrition, for  example,  still  plagues  poor  peo- 
ple in  some  regions  of  this  country.  In  1973, 
40%  of  children  in  South  Carolina  had  un- 
acceptably low  hemoglobin  levels,  pointing  to  a 
probable  deficiency-state  anemia.  Most  of  the 
children  were  poor.  Also  in  1973,  the  infant 
mortality  rate  for  migrant  worker  children  was 
63  deaths  per  1,000  live  births,  more  than 
three  times  the  national  average.  And  of  those 
migrant  children  who  survived  the  perinatal 
period,  36%  fell  below  the  tenth  percentile  for 
triceps  skinfold  measurements.'' 

In  an  attempt  to  intervene  in  early  childhood 
malnutrition.  Dr  Jean  Van  Duzen  of  the  Public 
Health  Service  Hospital  in  Tuba  City,  Arizona, 
implemented  a program  in  1967  providing 
feeding  formulas  for  native  American  infants 
from  the  region  (see  Table  1).  'While  the  more 
recent  figures  still  represent  unacceptable 
levels  of  malnutrition,  the  improvements  in 
the  latter  five-year  period  are  remarkable. 
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Impediments  to  Improvement 


Table  1.  Parameters  of  childhood  malnutrition  at  a 
Public  Health  Services  Hospital,  1963-1973.® 

1963-67  1967-73 


Below  3rd  percentile  on 

Boston  growth  curves 30^^  14% 

Number  of  admissions  for 

Kwashiokor  and  marasmus 44  17 

Number  of  admissions  for 

malnutrition 616  337 


Other  problems  persisting  among  high-need 
populations  include  poor  sanitary  conditions 
and  crowded,  pest-ridden  housing.  Robert 
Coles,  a child  psychiatrist  who  has  made  first- 
hand observations  of  families  and  their  en- 
vironments, describes  a mother’s  perception  of 
her  home  in  a northern  city: 

Here  are  some  of  the  competing  worries  Peter’s  mother 
must  contend  with: . . . the  cockroaches  and  mice  and  rats 
that  get  into  the  building  and  try  to  get  into  her  apart- 
ment, however  tidy  she  is;  the  stench  from  the  basement 
that  comes  up  a well  the  height  of  the  building  and  works 
its  way  into  each  room  of  the  entire  house;  the  mosquitoes 
and  flies  that  come  in  during  the  summer  when  the  win- 
dows have  to  be  opened  but  screens  are  not  available;  . . . 
garbage,  at  best  irregularly  collected,  and  so  always  visible 
from  her  kitchen  window;  . . . the  black  sooty  smoke  that 
the  chimneys  emit,  the  result  of  old,  thoroughly  in- 
adequate heating  systems.® 

Rene  Dubos  notes  that  when  these  condi- 
tions afflicted  a larger  portion  of  the  popula- 
tion, as  in  the  late  1800s,  a social  movement 
evolved  to  eradicate  poverty  conditions  which 
fostered  disease.  He  observes  that  a significant 


"Public  health  measures  aimed 
at  eradicating  substandard  liv- 
ing conditions  . . . correlate 
best  with  the  improvement  in 
health  noted  over  the  past  cen- 
tury.” 


contribution  to  the  development  of  this  move- 
ment was  the  fear  on  the  part  of  middle-  and 
upper-class  people  of  direct  spread  of  disease 
into  their  own  communities.  Thus,  outbreaks 
of  cholera,  yellow  fever,  and  tuberculosis  re- 
sulted in  the  creation  of  a national  board  of 
health,  supported  by  public  funds,  for  the  con- 
trol of  water  supplies.^® 


Historically,  improvement  of  such  living 
conditions  has  proven  the  major  reason  for  bet- 
ter health.  But  how  does  this  model  relate  to 
the  health  problems  of  poor  people  today?  The 
geographic  isolation  of  these  people  greatly 
impedes  the  application  of  such  a model.  Many 
live  in  inner-city  slums  or  outlying  rural  areas 
where  they  seldom  come  into  contact  with 
more  affluent  people  who,  in  turn,  no  longer 


"In  1973,  40%  of  children  in 
South  Carolina  had  unaccepta- 
bly low  hemoglobin  levels, 
pointing  to  a probable  defi- 
ciency-state anemia.” 


feel  their  own  health  threatened.  Further,  this 
isolation  eliminates  the  visibility  of  the  prob- 
lem: those  with  legislative  and  monetary  dis- 
cretion no  longer  have  to  witness  the  mal- 
nutrition, poor  sanitation,  and  poor  housing 
conditions  which  continue  to  exist. 

Impoverished  areas  need  doctors  to  provide 
prenatal  care  and  emergency  services  and  to 
treat  both  the  day-to-day  limited  illnesses  as 
well  as  the  more  chronic  debilitating  ones. 
These  represent  much-needed  services;  but  to 
expect  broader  improvements  in  the  health  of 
low-income  people  merely  through  increasing 
access  to  physicians  is  presumptuous.  Where 
impoverished  living  conditions  persist,  doctors 
often  can  do  no  more  than  treat  the  symptoms 
of  these  underlying  causes  of  disease:  they  can 
prescribe  antibiotics  for  the  malnourished 
child  who  contracts  many  infections  due  to  low 
resistance,  they  can  treat  the  victims  of  poor 
sanitary  conditions  for  parasitic  infections,  and 
so  on.  Since  these  living  conditions  contribute 
to  poor  health,  they  reflect  part  of  a society’s 


Richard  J.  Pels  is  a member  of  the  1983 
senior  class  at  the  University  of  Florida  College 
of  Medicine.  He  plans  to  start  a residency  pro- 
gram in  primary  care  medicine  in  July.  He  is  a 
member  of  the  American  Academy  of  Family 
Physicians  and  Physicians  for  Social  Responsi- 
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health  care  practices.  In  high-need  areas, 
where  such  problems  remain  prevalent,  their 
resolution  should  he  the  foremost  priority  of 
health  policy. 

Such  a mandate  would  constitute  a real,  not 
merely  an  apparent,  effort  to  rid  poor  people  of 
the  sense  of  powerlessness  which  so  often  per- 
vades their  lives.  Better  nutrition,  improved 
sanitary  and  housing  conditions,  and  more  ac- 
cessible medical  care  would  lead  to  better 
health  among  these  people;  this,  in  turn,  could 
foster  a stronger  sense  of  autonomy  and  in- 
crease their  opportunity  for  access  to  a higher 
economic  standard  of  living.  However,  the  cost 
of  such  a program  and  its  prospects  for  allow- 
ing poor  people  better  access  to  a now-protected 
status  are  certain  to  arouse  opposition  among 
many  individuals  currently  in  power.  Thus,  it 
will  be  necessary  for  poor  people  to  join  with 
concerned  government  officials  and  medical 


professionals  to  initiate  the  political  action 
that  will  result  in  better  living  conditions  and, 
ultimately,  better  health. 
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The  early  yeors... 

the  middle  years... 

the  later  years... 

it’s  never  too  soon  or  too  late 
to  practice  good  health  habits. 

Exercise  regularly,  eat  right, 
manage  stress,  don’t  smoke, 
use  alcohol  only  in  moderation, 
get  adequate  sleep. 

You  can  bet  your  life  that  total  fitness 
— physical  and  mental  — 
pays  off. 

To  find  out  how  you  can 

make  good  health  a habit  and  Shape  Up  for  Life, 
write  for  free  pamphlets  from 
the  AMA  Auxiliary, 

535  N.  Dearborn  St., 

Chicago,  IL  60610. 

This  message  is  presented  in  the  interests  of  your  good  health  by 
the  American  Medical  Association  Auxiliary,  Inc. 
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Medical  Manpower  in  Oklahoma 
in  the  Decade  of  the  Eighties 
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Much  has  been  written  over  the  past  25 
years  in  regard  to  the  number  of  physicians  in 
the  United  States  and  the  accessibility  of  med- 
ical care  to  the  population.  In  this  paper  we 
will  attempt  to  review  briefly  the  programs 
that  have  been  put  into  effect  over  the  past 
decade  to  increase  the  number  of  physicians 
being  trained,  review  the  current  status  of 
physician  manpower  in  the  United  States  and 
in  Oklahoma,  and  project  manpower  numbers 
to  the  year  1990  as  accurately  as  possible. 

The  purpose  of  this  review  of  information 
and  projections  is  to  assess  how  close  to  "on 
target”  physician  manpower  production  in 
Oklahoma  is  at  present. 

Review  of  Development  of 
Medical  Manpower  Policy 
— 1959  to  1983 

National 

The  first  report  that  called  attention  to  the 
shortage  of  doctors  in  the  United  States  was 
published  in  1959  as  the  Bane  report.^  This 
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report  recommended  that  20  new  medical 
schools  in  addition  to  the  91  that  were  func- 
tioning at  the  time  be  established.  It  also  re- 
commended that  the  graduating  class  be  in- 
creased from  8,500  to  11,000.  The  stated  goal 
was  to  increase  the  number  of  physicians  in  the 
United  States  so  that  the  ratio  would  be  141 
physicians  to  100,000  population  by  the  year 
1975. 

In  1970  the  Carnegie  Commission  on 
Higher  Education  pxiblished  Higher  Education 
and  the  Nation’s  Health.  ^ Among  other  sugges- 
tions this  report  recommended  that  nine  new 
medical  schools  be  formed.  At  that  time  there 
were  106  active  and  17  developing  medical 
schools.  This  report  also  suggested  that  the 
medical  school  class  size  be  increased  by  50%. 

The  second  Carnegie  Commission  Report, 
Progress  and  Problems  in  Medical  and  Dental 
Education  was  published  in  1976.^  This  report 
pointed  out  that  the  influx  of  foreign  medical 
graduates  might  be  increasing  at  a rapid 
enough  rate  to  meet  the  manpower  goals  that 
had  been  established  with  the  addition  of  no 
more  new  medical  schools.  At  that  time  there 
were  114  active  medical  schools  and  13  de- 
veloping schools.  The  graduating  class  total 
was  15,300. 

The  report  of  the  Graduate  Medical  Educa- 
tion National  Advisory  Committee  to  the 
Secretary,  Department  of  Health  and  Human 
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Services^  was  released  in  1980  and  recom- 
mended a reduction  in  class  size  because  of  pro- 
jections of  an  overproduction  of  physicians.  The 
report  indicated  that  class  size  (MD  and  DO) 
had  risen  from  8,500  to  18,300  (17,200  MD 
graduates  and  1,100  DO  graduates)  in  the  pre- 
vious 14  years  and  a reduction  in  class  size  of 
17%  was  recommended. 

Oklahoma 

In  1959  Dr  Kelly  West®  reported  that  Okla- 
homa had  2,240  MDs  and  353  DOs  practicing 
actively.  Based  on  the  physician  to  population 
ratio  at  that  time,  he  calculated  that  Okla- 
homa needed  an  additional  870  physicians  at 
that  time  to  bring  the  state  up  to  the  national 
average  of  physic ian-to-population  ratio. 

In  1971  the  State  Regents  for  Higher  Educa- 
tion for  the  State  of  Oklahoma  documented  the 
needs  expressed  by  Dr  West  and  suggested 
educational  policies  to  meet  these  needs.® 

In  1973”^  and  in  1975®  the  Oklahoma  State 
Department  of  Vocational  Technical  Education 
reported  that  Oklahoma  had  2,500  MDs  and 


450  DOs.  The  report  suggested  that  Oklahoma 
needed  an  additional  900  physicians  and  re- 
commended 180  to  200  new  physicians  per  year 
to  maintain  an  adequate  physician-population 
ratio  after  the  addition  of  the  900. 

It  was  noted  that  in  1974  the  University  of 
Oklahoma  College  of  Medicine  graduated  131 
MDs.  Many  of  these  young  people  were  being 
forced  out  of  the  state  for  postgraduate  train- 
ing because  there  were  only  85  first-year  post- 
graduate training  positions  available  within 
the  state  of  Oklahoma.® 

Actions 

National 

In  response  to  the  above  reports  indicating  a 
need  for  an  increased  number  of  physicians  in 
the  United  States,  there  was  an  increase  in 
medical  schools  from  91  to  128.  The  MD  class  of 
graduates  was  increased  over  this  period  from 
8,500  to  17,200.  The  number  of  DOs  per  grad- 
uating class  was  increased  to  1,100  per  year."* 

The  number  of  foreign  medical  graduates  in 
the  United  States  increased  during  the  decade 
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Fig  1 - Internship  and  residency  positions  available  in  Oklahoma  by  year.  The  upper  set  of  bar  graphs 
represents  primary  care  residency  positions  and  the  lower  set  represents  other  than  primary  care  residency 
positions.  The  percent  of  primary  care  physicians  totally  has  risen  from  47%  in  1974  to  62%  in  1983. 
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of  the  1970s.  In  1979  the  number  of  new  immi- 
grant physicians  began  decreasing  due  to  a 
change  in  the  laws  governing  immigration  of 
foreign  medical  graduates. 

The  number  of  United  States  citizens  grad- 
uated from  foreign  medical  schools  has  been 
increasing  significantly  during  the  1970’s.  Ap- 
proximately 4,700  of  these  graduates  returned 
to  the  United  States  in  1981.  The  number  of 
first  year  positions  available  for  postgraduate 
training  in  the  United  States  has  not  increased 
enough  to  accommodate  this  increased 
number.^® 

Oklahoma 

During  this  period  the  state  of  Oklahoma 
has  taken  positive  action  to  carry  out  programs 
to  bring  the  number  of  physicians  available  to 
the  citizens  of  Oklahoma  up  to  the  national 
average  and  to  a number  which  had  been  pro- 
jected as  being  necessary  within  the  state. 

In  1972  the  University  of  Oklahoma  Tulsa 
Medical  College  was  created  as  a branch  pro- 
gram of  the  University  of  Oklahoma  Health 


Sciences  Center;  the  first  class  of  40  junior  stu- 
dents was  enrolled  in  1974. 

The  Tulsa  Medical  Education  Foundation, 
Inc.,  and  the  University  of  Oklahoma  Tulsa 
Medical  College  signed  a contract  in  1974  to 
increase  the  number  of  residents  in  the  Tulsa 
area  utilizing  the  hospitals  that  form  the  con- 
sortium of  the  Tulsa  Medical  Education  Foun- 
dation, Inc. 

The  Oklahoma  College  of  Osteopathic 
Medicine  and  Surgery  was  opened  in  1974  with 
a projected  class  size  of  88  students  per  year. 

The  Physician  Manpower  Training  Commis- 
sion legislation  was  enacted  in  1975  and  pro- 
vided a stimulus  to  increase  the  number  of 
postgraduate  training  positions  in  the  state  of 
Oklahoma  to  match  the  number  of  graduating 
students  in  both  the  MD  and  DO  programs.^’  *’ 
(See  Chart  1 and  2. ) 

In  addition  to  the  support  of  postgraduate 
training  positions  in  Oklahoma,  the  Physician 
Manpower  Training  Commission  provides 
funding  for  two  scholarship  programs  designed 
to  encourage  scholarship  recipients  to  return  to 
rural  communities  to  practice  medicine. 
Monies  are  also  available  through  the  Physi- 


POSTGRADUATE  TRAINING  IN  OKLAHOMA  1974-1982 
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Fig  2 - The  upper  portion  of  the  bar  graphs  represents  the  total  number  of  internships  and  residency  positions 
by  year  available  in  Oklahoma.  The  lower  set  of  bar  graphs  indicates  the  number  of  first  year  positions  available 
by  year. 
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OKLAHOMA  INTERNSHIP 
& RESIDENCY  FUNDING 
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Fig  3 - Total  amount  of  funds  from  all  sources  that 
support  internships  and  residency  training  programs 
compared  to  that  portion  which  is  funded  through  the 
Physician  Manpower  Training  Commission  Budget. 


cian  Manpower  Training  Commission  to  pro- 
vide Offices  of  Physician  Placement  at  the 
University  of  Oklahoma  College  of  Medicine, 
University  of  Oklahoma  Tulsa  Medical  College 
and  the  Oklahoma  College  of  Osteopathic 
Medicine  and  Surgery.  Placement  officers  at 
these  training  institutions  encourage  grad- 
uates to  practice  medicine  in  Oklahoma,  and 
primarily  to  set  up  practice  in  rural  com- 
munities. The  Physician  Manpower  Training 
Commission  funds  total  approximately  one- 
third  of  the  total  cost  of  postgraduate  medical 
education  in  Oklahoma  (see  Chart  3). 

Current  Status  of  Medical  Manpower 

National 

There  are  now  approximately  18,300  grad- 
uates from  schools  within  the  United  States; 
17,200  of  these  are  MD  graduates  and  1,100 
are  DO  graduates."^  In  addition  there  are  4,700 
United  States  citizens  who  are  graduates  of 
foreign  medical  schools  returning  to  the 
United  States  annually  for  postgraduate  edu- 
cation. The  ratio  of  postgraduate-year  one  ap- 
plicants to  positions  is  approaching  1:1.^° 

The  physician-population  ratio  in  the  United 
States  in  1981  was  197  per  100,000.“^ 


AVERAGE  NUMBER  OF  NEW  PHYSICIANS 
PRACTICING  IN  OKLAHOMA  PER  YEAR 
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10 
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Fig  4 - Projection  of  new  physicians  per  year  based 
on  the  1975-1980  experience.  Source  - Physician 
Requirements  or  Oklahoma;  Provost,  University  of 
Oklahoma  Health  Sciences  Center,  1981. 


Oklahoma 

The  population  of  Oklahoma  increased  dur- 
ing the  decade  of  the  1970’s  at  a rate  of  18.2%. 
There  are  currently  176  MD  and  88  DO 
graduates  per  class  in  the  state  supported 
schools. 

The  physician-population  ratio  in  Oklahoma 
in  1982  was  149  per  100,000  population.  The 
number  of  postgraduate  year  one  positions  has 
been  gradually  increased  so  that  there  is  now 
approximately  one  position  per  graduate.^* 

During  the  five  years  1976  to  1980,  Okla- 
homa physician  numbers  grew  at  a rate  of  196 
physicians  per  year.  Ninety-two  were  grad- 
uates of  the  University  of  Oklahoma  Health 
Sciences  Center  (including  Tulsa  Medical  Col- 
lege) and  31  were  graduates  of  OCOMS. 
Seventy-three  migrated  to  Oklahoma  from 
elsewhere. (See  Fig  4.) 

The  number  of  physicians  practicing  in 
smaller  communities  has  increased  (see  Fig  5). 
This  trend  has  been  documented  nationally  in 
a study  which  compared  availability  of  physi- 
cians’ services  by  specialty  in  various  sized 
towns  in  23  states  in  the  United  States,  includ- 
ing Oklahoma,  and  indicates  that  the  percent 
of  towns  that  had  physicians  by  specialty  cate- 
gory in  1970  and  in  1979.^^ 


COMPARISON  OF  PHYSICIANS  (M  D I PRACTICING  IN  OKLAHOMA 
by  Community  Size 
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Fig  5 - The  percent  of  increase  in  MD  physicians  in 
towns  of  various  sizes  in  Oklahoma  from  1975  to 
1982.  Source  - Board  of  Medical  Examiners,  State  of 
Oklahoma.  Statistical  Report,  1982. 
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Medical  Manpower  in  1983  to  1990 


In  Oklahoma  there  has  been  a significant  in- 
crease in  the  number  of  MDs  in  towns  of  all 
sizes.  From  1975  to  1982  there  was  a 38%  in- 
crease in  physicians  in  towns  under  2,500 
population,  an  increase  of  13%  in  towns  from 
2,500  to  5,000,  and  an  increase  of  31%  in  towns 
of  5,000  to  10,000  population.  The  rural 
scholarship  program  and  the  community 
matching  scholarship  program  administered 
by  the  Physician  Manpower  Training  Commis- 
sion have  been  a positive  influence  in  motivat- 
ing physicians  to  practice  in  rural  communities 
in  the  state.  (See  Fig  6.) 


National 

The  GMENAC  study  released  in  1980  indi- 
cates that  there  will  be  70,000  physicians  in 
excess  of  the  need  in  1990  in  the  United  States 
if  productivity  per  physician  continues  to  be 
the  same.  The  overall  number  of  physicians 
will  have  increased  from  375,000  in  1978  to 
536,000  in  1990.“^  The  distribution  of  physi- 
cians by  specialty  is  shown  in  Fig  7. 

Further  data  collected  by  Dr  Tarlov  and  as- 
sociates indicate  that  among  physicians  who 
have  been  practicing  for  two  to  four  years 


DISTRIBUriaN  CF  PHYSICIAN  MANPOWER  TRAINING  CCMUSSION  SCHOIARSHIP 
PHYSICIANS  AND  COMUNITIES 


B 

B 


Ocniamity-Flatching  Scholarship  Recipiaits  vAio  have  not  as  yet  ocnpleted  postgraduate  training.  There  are 
50  of  these  recipients  vdx)  have  not  as  yet  returned  to  tcwns  with  a population  under  10,000. 

Scholarship  Recipients  (Rural  and  Ccmnunity-Matching)  who  have  already  returned  to  rural  oamunities  with 
a populaticsi  under  10,000.  There  are  68  of  ttese  physicians  who  are  serving  in  32  different  tcwns. 


NOTE:  A total  of  223  students  have  thus  far  enrolled  in  the  scholarship  programs  of  the  Physici^  Manpo«er 

Training  Ccrmission.  (1^  in  the  Rural  Scholarship  Program  and  86  in  the  Ccrnnunity-Matching 
Scholarship  Program. ) 


Fig  6 - Distribution  of  Physician  Manpower  Training  Commission  scholarships,  Physicians  by  Community . 
• Community-Matching  Scholarship  Recipients  who  have  not  as  yet  completed  postgraduate  training.  There  are 
50  of  these  recipients  who  have  not  as  yet  returned  to  towns  with  a population  under  10,000. 
m Scholarship  Recipients  (Rural  and  Community -Matching)  who  have  already  returned  to  rural  communities 
with  a population  under  10,000.  There  are  68  of  these  physicians  who  are  serving  in  32  different  towns. 

NOTE:  A total  of  223  students  have  participated  in  the  scholarship  programs  of  the  Physician  Manpower 
Training  Commission:  137  in  the  Rural  Scholarship  Program  and  86  in  the  Community-Matching  Scholarship 
Program. 
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U.S.  PHYSICIAN  SUPPLY 


Fig  7 - The  projected  physician  supply  in  the 
United  States  in  1990  by  specialty  compared  to  1978. 
Source  - Report  of  the  Graduate  Medical  Education 
National  Advisory  Committee,  DHHS  Publication 
number  (HRA)  81-651,  1981. 

beyond  their  training  period,  50%  are  taking 
positions  that  are  full-  or  part-time  salaried.  It 
is  suggested  that  physician  productivity  in  this 
group,  as  measured  by  numbers  of  patients 
seen  per  unit  of  time,  decreased  10%  to  15%.^® 

Oklahoma 

In  projecting  the  number  of  students 
graduating  in  Oklahoma  betweeen  now  and 
1990,  the  figures  indicate  that  the  University 
of  Oklahoma  will  graduate  a net  increase  of 
ten  per  year  over  the  1975-1980  comparison. 
Fifty-eight  percent  of  the  University  of  Okla- 
homa graduates  are  staying  in  the  state.  The 
Oklahoma  College  of  Osteopathic  Medicine 
and  Surgery  reports  that  53%  of  graduates 
from  1975-1980  stayed  in  the  state  of  Okla- 
homa. If  the  same  percentage  holds  true  for  the 


Dr  Lewis  is  a practicing  internist  in  Tulsa, 
Oklahoma  who  is  a Past  President  of  the  Okla- 
homa State  Medical  Association,  a member  of 
the  Oklahoma  Physician  Manpower  Training 
Commission  and  a Regent  of  the  American  Col- 
lege of  Physicians. 

Mr  Tidier  is  a computer  consultant  who  is 
responsible  for  the  design  and  implementation 
of  the  Physician  Manpower  Training  Commis- 
sion Data  Bank. 

Ms  Piscitello,  MS,  is  a research  statistician 
with  the  Oklahoma  Foundation  for  Peer  Re- 
view. 


decade  of  1980-1990,  a net  increase  of  16  per 
year  will  be  realized.  Oral  Roberts  University 
School  of  Medicine  has  been  estimated  to  pro- 
vide five  physicians  per  year  on  the  basis  that 
11%  of  the  incoming  class  are  residents  of 
Oklahoma  will  remain  in  the  state.  (Fig  8.) 
Therefore,  the  additional  physicians  per  year 
in  Oklahoma  will  increase  from  196  per  year  as 
experienced  in  1975  to  1980  to  225  per  year 
during  the  1980s. (See  Fig  4.)  It  is  estimated 
that  the  physician-population  ratio  in  Okla- 
homa will  increase  from  140  in  1980  to  181  in 
1990. 

Conclusions 

How  many  physicians  are  enough  and  how 
many  are  too  many  is  not  an  easy  question  to 
answer.  The  GMENAC  report‘d  indicated  that 
the  ideal  physician-population  ratio  in  the 
United  States  would  be  191  physicians  per 
100,000  population.  This  is  assuming  that  all 
physicians  would  continue  to  produce  the  same 
amount  of  care  as  before.  Current  trends 
among  younger  physicians  indicate  that  the 
productivity  per  physician  is  decreasing.  The 
Carnegie  report  in  1970  indicated  that  more 
than  200  physicians  per  100,000  population  is 
too  many.^ 

It  would  appear  that  the  projected  figures  for 
Oklahoma  of  181  physicians  per  100,000  popu- 
lation by  1990  is  a satisfactory  target.  (See  Fig 
9.) 

If  the  current  trends  continue,  the  ratio  of 
DO  physicians  to  MD  physicians  in  Oklahoma 
will  increase  significantly.  In  1982  approx- 
imately 13%  of  the  physicians  in  the  state  of 
Oklahoma  were  DOs.  If  the  current  class  sizes 

OKLAHOMA  MEDICAL  SCHOOLS 
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Fig  8 - Class  sizes  of  the  Oklahoma  medical 
schools  from  1970  to  1990  by  school. 
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Summary 


continue  another  decade  or  two,  approximately 
30*^  of  practicing  physicians  in  Oklahoma  will 
be  DOs. 

The  steps  taken  by  the  state  legislature  of 
Oklahoma,  the  State  Regents  for  Higher  Edu- 
cation, and  the  medical  education  institutions 
of  Oklahoma  have  been  successful  in  increas- 
ing the  number  of  physicians  practicing  in 
Oklahoma  in  total  and  in  rural  areas  and  these 
projections  appear  to  be  "on  target”  to  meet  the 
needs  of  the  state  of  Oklahoma  in  1990. 


STATE  & NATIONAL 
PHYSICIAN  : POPULATION 
RATIO 
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Fig  9 - State  and  National  physician-population 
ratios  from  1960  to  1990. 

Source  - 

A.  National  Center  for  Health  Statistics, 
DHEW  Publication  Number  (PHSi 
78-1232,  1978. 

B.  Report  of  the  Graduate  Medical  Educa- 

tion National  Advisory  Committee  to  the 
Secretary,  Department  of  Health  and 
Human  Services,  Volume  1,  September 
30,  1980.  <DHHS)  Publication  Number 
I HR  A)  81-651,  1981. 

C .Statistical  Reports:  Oklahoma  State 
Board  of  Medical  Examiners  and  Okla- 
homa Osteopathic  Association. 

D.Oklahoma  Employment  Security  Com- 
mission and  Physician  Manpower  Train- 
ing Commission  Data  Bank. 


The  need  for  an  increased  number  of  physi- 
cians in  the  United  States  was  recognized  in 
1959  and  its  implications  for  Oklahoma 
pointed  out  in  1969.  Programs  were  imple- 
mented to  increase  the  number  of  graduates  by 
expanding  the  class  size  at  the  University  of 
Oklahoma  Health  Sciences  Center  class  size, 
and  the  formation  of  the  University  of  Okla- 
homa Tulsa  Medical  College  and  the  Okla- 
homa College  of  Osteopathic  Medicine  and 
Surgery.  The  Oklahoma  Physician  Manpower 
Training  Commission  programs  to  increase 
postgraduate  medical  education  opportunities 
in  Oklahoma  and  its  scholarship  programs 
have  been  accompanied  by  a significant  in- 
crease in  the  number  of  physicians  in  com- 
munities of  all  sizes  in  Oklahoma  including 
small  rural  communities.  The  projected 
physician-population  ratio  in  Oklahoma  in 
1990  of  181  physicians  per  100,000  population 
appears  to  be  a satisfactory  goal  compared  with 
the  national  goal  of  191  physicians  per  100,000 
population.  The  current  programs  and  class 
sizes  of  the  medical  schools  should  be  con- 
tinued at  their  present  size. 


Methodology 

The  Physician  Manpower  Training  Commis- 
sion Data  Bank  Project  began  in  July  1982. 
Sources  from  which  physician  data  were  col- 
lected included  the  Oklahoma  State  Medical 
Association,  the  State  Board  of  Medical  Ex- 
aminers, and  the  Oklahoma  Osteopathic  As- 
sociation. To  ensure  confidentiality  physician 
names  were  left  off  the  data  base.  The  data  will 
be  updated  annually  in  order  to  serve  the 
statistical  needs  of  the  Physician  Manpower 
Training  Commission. 


Acknowledgements 

We  gratefully  acknowledge  the  excellent  work  of  Mr 
Ralph  O.  Morgan,  Jr.,  Executive  Director  of  the 
Physician  Manpower  Training  Commission  and  to 
the  Oklahoma  State  Medical  .Association,  the  Okla- 
homa Osteopathic  .Association,  State  Board  of  Medi- 
cal Examiners,  and  the  Oklahoma  Foundation  for 
Peer  Review  in  collecting  data  and  preparing  this 
paper  for  publication. 

C.  S.  Lewis,  Jr.,  MD,  1705  East  19th  Street,  Tulsa, 
Oklahoma  74104. 


100 


Oklahoma  State  Medical  Association 


BIBLIOGRAPHY 

1.  Bane.  F.:  Physicians  For  a Growing  America.  Report  of  the  Surgeon 
General’s  Consultant  Group  on  Medical  Education,  Publication  No.  709, 
DHEW  1959. 

2.  Higher  Education  and  the  Nations  Health.  Carnegie  Commission  on 
Higher  Education,  New  York,  McGraw  Hill,  1970. 

3.  progress  and  Problems  in  Medical  and  Dental  Education,  Carnegie  Coun- 
cil on  Policy  Studies  in  Higher  Education.  San  Francisco,  Jossey-Bass.  1976. 

4.  Report  of  the  Graduate  Medical  Education  National  Advisory  Committee 
to  the  Secretary.  Department  of  Health  and  Human  Services.  Volume  I.  Sep- 
tember 30.  1980.  DHHS  Publication  No.  (HRA)  81-651.  April  1981. 

5.  West.  Kelly  M.:  Physician  Manpower  in  Oklahoma.  Journal  of  the  Okla- 
homa State  Medical  Association  62:  574-585.  1969. 

6.  A Study  of  Oklahoma’s  Needs  in  Selected  Health  Manpower  F'ields. 
Oklahoma  State  Regents  for  Higher  Education.  Oklahoma  City,  1971. 

7.  Oklahoma  Health  Manpower  Needs,  1973-78.  Division  of  Research. 
Planning  and  Evaluation.  Oklahoma  State  Department  of  Vocational- 


Technical  Education,  1973. 

8.  Oklahoma  Health  Manpower,  1975-80.  Division  of  Research.  Planning 
and  Evaluation,  Oklahoma  State  Department  of  Vocational-Technical  Educa- 
tion, 1975. 

9.  Lewis,  C.  S.,  Jr.;  Oklahoma  Physician  Manpower  Training  Commission 
— Increasing  Residency  Positions  with  State  Funds.  Journal  of  the  Oklahoma 
State  Medical  Association  69;  521-523.  1976. 

10.  Medical  Education  in  the  US  — JAM\  248:3223-3328.  1982 

1 1.  Lewis,  C.  S..  Jr.:  Physician  Manpower  in  Oklahoma  in  1978.  Journal  of 
the  Oklahoma  State  Medical  Association  71:  468-475,  1978. 

12.  Physician  Requirements  for  Oklahoma.  Provost  — University  of  Okla- 
homa Health  Sciences  Center,  1981. 

13.  Newhouse,  Joseph  P..  Williams,  Albert  P,.  Bennett,  Bruce  W..  Schwartz, 
William  B.:  Where  Have  All  the  Doctors  Gone? -7.4  WA  247:  2392-2396,  1982. 

14.  Board  of  Medical  Examiners,  State  of  Oklahoma.  Statistical  Report. 
1982. 

15.  Schleiter,  M,  K.,  Tarlov,  A.  R.:  Physician  Practice  Study  — Final  Report: 
First  Level  Analysis.  1982. 


Journal  / April  1983  / Volume  76 


101 


News  From 
The  Oklahoma  State 
Department  of 
Health 


Hepatitis  B Vaccine 

The  Center  for  Disease  Control  of  the  Public 
Health  Service  has  requested  state  health 
departments  to  assist  in  developing  a surveil- 
lance system  to  report  reactions  to  the 
hepatitis  B virus  vaccine. 

To  date,  CDC  has  received  a report  of  one 
case  of  Guillain-Barre  S3mdrome  in  a recipient 
of  the  hepatitis  B virus  vaccine.  This  case  oc- 
curred in  a 40-year-old  male  who  developed 
classical  GBS  approximately  three  weeks  after 
receiving  his  first  dose  of  vaccine.  As  of  late 
January,  the  center  was  also  investigating  two 
other  episodes  of  neuropathic  syndromes  which 
occurred  in  persons  who  were  reported  to  have 
received  HBV  vaccine. 

In  October  1981,  hepatitis  B virus  vaccine 
was  licensed  by  the  Food  and  Drug  Adminis- 
tration for  the  prevention  of  infections  related 


to  this  type  of  virus.  This  vaccine  has  been 
marketed  since  June  1982,  and  an  estimated 
800,000  doses  of  vaccine  have  been  distributed 
in  the  United  States.  It  was  tested  prior  to 
licensure  in  over  6,000  individuals  without  any 
severe  side  effects,  but  complications  occurring 
at  a rate  of  less  than  one  per  6,000  vaccinees 
would  not  have  been  detected  prior  to  the  more 
general  use  of  the  product.  With  the  beginning 
of  widespread  use  of  the  vaccine  has  come  a 
need  to  document  possible  low-frequency  side 
effects. 

The  reporting  and  confirmation  of  reactions 
to  all  vaccines  is  an  ongoing  activity  of  the 
Immunization  Division  of  the  Oklahoma  State 
Department  of  Health.  The  division  is  in- 
terested in  recording  information  about  all 
possible  adverse  reactions  to  vaccines  which 
would  be  severe  enough  to  require  the  patient 
to  seek  medical  attention.  The  division  can  be 
contacted  by  telephone  at  (405)  271-4073.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  JANUARY  1983 


DISEASE 

January 

January 

January 

TOTAL  TO  DATE 

1983 

1982 

1983 

1983 

1982 

Amebiasis 

— 



— 

— 

— 

Aseptic  Meningitis 

8 

4 

8 

8 

4 

Brucellosis 

— 

— 

— 

— 

— 

Encephalitis,  Infectious 

1 

1 

1 

1 

1 

Gonorrhea  (Use  Form  ODH-228) 

1368 

1255 

1368 

1368 

1255 

Hepatitis  A 

19 

17 

19 

19 

17 

Hepatitis  B 

6 

10 

6 

6 

10 

Hepatitis  Unspecified 

13 

9 

13 

13 

9 

Malaria 

— 



— 

— 

— 

Measles  (Rubeola) 

— 

— 

— 

_ 

— 

Meningococcal  Infections 

1 

3 

1 

1 

3 

Pertussis 

1 

— 

1 

1 

— 

Rabies  (Animal) 

5 

14 

5 

5 

14 

Rocky  Mountain  Spotted  Fever 

— 

— 

— 

— 

— 

Rubella 

— 



— 

— 

— 

Salmonellosis 

15 

13 

15 

15 

13 

Shigellosis 

5 

32 

5 

5 

32 

Syphilis  (Use  Form  ODH-228) 

22 

16 

22 

22 

16 

Tetanus 

— 



— 

— 

— 

Tuberculosis 

20 

26 

20 

20 

26 

Tularemia 

— 



— 

— 

— 

Typhoid  Fever 

— 

1 

— 

— 

1 
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TECHNOLOGY  & TRENDS  ’83 


OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

ANNUAL  MEETING  / MAY  4-7,  1983  / TULSA  EXCELSIOR 


For  information  contact: 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
601  N.W.  Expressway 
Oklahoma  City,  OK  73107 
(405)  843-9571 
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OFFICIAL  PROGRAM 
OSMA  ANNUAL  MEETING 

May  4 - 7,  1983 
Tulsa  Excelsior  Hotel 


WEDNESDAY,  MAY  4 

2:00  PM  OSMA  Executive  Committee — Philbrook  Room 

4:00  PM  OSMA  Board  of  Trustees — Remington  Room 


8:00  AM  to 
4:00  PM 
8:00  AM  to 
4:00  PM 
8:00  AM 

8:30  AM 
9:00  AM  to 
5:00  PM 
9:00  AM 

9:30  AM 
10:00  AM 

10:00  AM 

10:00  AM  to 
11:45  AM 


11:45  AM 
1:00  PM 
1:30  PM  to 
3:30  PM 


THURSDAY,  MAY  5 


Registration  — Hotel  Lobby 

Auxiliary  Hospitality — Gilcrease  Room 
Auxiliary  Nurses  Loan  Fund  — Auxiliary 
President’s  Suite 

Men’s  Tennis  Tournament — LaFortune  Park 
Exhibits  Open 

Auxiliary  Long-Range  Planning  Committee — Auxiliary 
President’s  Suite 

Women’s  Tennis  Tournament — Pbilcrest  Tennis  Club 
Opening  Session,  OSMA  House  of  Delegates — 
Mancbester/Geneva  Room 
Auxiliary  Pre-Convention  Board  Meeting  — 

Auxiliary  President’s  Suite 

Auxiliary  Programs  — Gilcrease  Room 

"Desserts  Are  Still  Fun  in  a Weigbt-Conscious  World”; 

"Tbe  Flea  Market  Shopper” 

Auxiliary  Joint  Board  Luncheon — Council  Oak  Room 
OSMA  Golf  Tournament — Meadowbrook  Country  Club 

Auxiliary  Programs  — Gilcrease  Room 
"Treatment  of  the  Abused  Child  and  Sexually  Abused 
Teenager”;  "Drinking,  Driving,  and  Teenagers” 
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2:00  PM 

2:00  PM 
4:00  PM 


6:00  PM 
7:00  PM 


OSMA  Reference  Committees 
Committee  1 — Remington  Room 
Committee  2 — Philbrook  Room 
Committee  3 — Russell  Room 
Ten-Kilometer  Competitive  Run  and  Two-Mile  Fun  Run 
— Riverside  Running  Track 

Council  of  the  Oklahoma  Society  of  Internal  Medicine — 
American  College  of  Physicians,  Oklahoma  Chapter — 
Coventry  Room 

"Big  Top”  Cocktail  Reception — Pre-Function  Area 
OSMA  "Night  Under  the  Big  Top”  — 
BuckinghamAVindsor  Room 


FRIDAY,  MAY  6 

I 


7:00  AM 

j 7:30  AM 

J 7:30  AM  to 

4:30  PM 

i 8:00  AM  to 

|j  4:00  PM 

j 8:30  AM 

I 

! 9:00  AM 

1 

j 9:00  AM  to 

4:30  PM 

! 9:00  AM  to 

I 5:00  PM 

! 9:00  AM 


OSMA  Past  Presidents  Breakfast — Coventry  Room 
Auxiliary  Past  Presidents  Breakfast — Westminster  Room 

Auxiliary  Hospitality — Gilcrease  Room 

Registration  — Hotel  Lobby 
Auxiliary  Credentials  Check  — 

Pre-Function  Area/Manchester  Room 

Auxiliary  House  of  Delegates  and  Installation  of  Officers — 
Manchester/Geneva  Room 


Auxiliary  Western  Bronze  Sculpture  Display 


Exhibits  Open 

Scientific  Program — "Medicine  on  the  Move:  Technology  & 

Trends  ’83”  — Council  Oak  Room 
9:00  AM  "Modem  Anesthesiology:  Specialty  on  the  Move” 

Lennart  G.  Fagraeus,  MD,  PhD,  Professor  and  Chairman, 
Department  of  Anesthesiology,  University  of  Oklahoma 
College  of  Medicine 
10:15  AM  Coffee  Break 

10:45  AM  "In  Vitro  Fertilization  and  Embryo  Transfer” 

J.  Clark  Bundren,  MD,  Assistant  Professor,  University 
of  Oklahoma,  Tulsa  Medical  College 
J.  W.  Edward  Wortham,  Jr.,  PhD,  Assistant  Professor, 
University  of  Oklahoma,  Tulsa  Medical  College 
12  NOON  Lunch  Break 

1:30  PM  "Nuclear  Magnetic  Resonance  Imaging:  Physical  Principles, 
Initial  Results,  and  Clinical  Potential” 

C.  Leon  Partain,  PhD,  MD,  Associate  Professor  and  Director, 
Division  of  Nuclear  Medicine  and  Biophysics, 

Vanderbilt  University  School  of  Medicine 
2:45  PM  Coffee  Break 
3:15  PM  "Organ  Transplantation” 

Larry  Koep,  MD,  Phoenix  Transplant  Center;  Associate 
Clinical  Professor  of  Surgery,  University  of  Arizona 
4:30  PM  Adjournment 
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9:30  AM  to 

11:30  AM 

Auxiliary  Programs  — Remington  Room 

"An  Effective  Exercise  Program”;  Aerobics  Demonstration; 

"Calorie  Requirements,  Normal  and  Obese  Patients” 

10:45  AM 

OSMA  Photo  Contest  Judging 

12  NOON 

OMPAC  Board  of  Directors  Luncheon  Meeting — Philbrook  Room 

12:30  PM 

Auxiliary  Luncheon,  "Color  Me  Beautiful”  Seminar,  and 
Museum  Tour  — Gilcrease  Museum 

6:00  PM 

OSMA  Presidental  Cocktail  Reception  — 
Manchester /Buckingham  Room 

7:00  PM 

OSMA  Presidental  Inaugural  Banquet  and  Ball  — 
Geneva/Windsor  Room 

SATURDAY,  MAY  7 


7:30  AM  to 
12  NOON 
8:00  AM  to 
1:30  PM 
8:00  AM 


9:30  AM 
10:00  AM 

10:30  AM 

10:40  AM 


12  NOON 
12  NOON 

1:00  PM 
1:00  PM 

1:00  PM 
1:30  PM 


Registration  — Hotel  Lobby 

Auxiliary  Hospitality  — Gilcrease  Room 
Impaired  Physician  Programs — Council  Oak  Room 
8:00  AM  Oklahoma  County  Program 

8:15  AM  Tulsa  County  Program 

8:30  AM  OSMA  Program 

8:45  AM  Georgia  Impaired  Health  Professionals  Program 

G.  Douglas  Talbott,  MD,  Program  Director,  Medical 
Association  of  Georgia’s  Disabled  Doctors  Program 
Oklahoma  Urological  Society  — Windsor  Room 
Oklahoma  Occupational  Medical  Association — Philbrook  Room 
(Lunch  - 12  noon,  Remington  Room) 

Auxiliary  Post-Convention  Board  Meeting  — 

Auxiliary  President’s  Suite 

"The  Promised  Land,”  Hospital  Medical  Practice 

in  the  Year  2000  — Council  Oak  Room 

Spence  Meighan,  MD,  President,  Spence  Meighan  and  Associates, 
Hospital  Medical  Staff  Consultants,  Portland,  Oregon 
Luncheon  for  Committees  on  Impaired  Physician  Programs — 
Coventry  Room 

Oklahoma  Society  of  Plastic  Surgeons — Buckingham  Room 
Closing  Session,  OSMA  House  of  Delegates — 

Manchester  Geneva  Room 

Oklahoma  Society  for  Therapeutic  Radiologists — Russell  Room 
"CPT-4,”  Carl  Robert  Bogardus,  MD,  Oklahoma  City; 

General  Membership  Meeting 

Oklahoma  Academy  of  Otolaryngology — Woodward  Room 
Oklahoma  State  Dermatological  Society — St  Francis  Hospital 
Continuing  Education  Center 

"Urticaria  and  Angioedema:  Pathogenesis  and  Treatment,” 
Nicholas  A.  Soter,  MD,  Associate  Professor  of  Dermatology, 
Harvard  Medical  School 

"Skin  As  an  Indicator  of  Immunological  Status,”  Robert  A.  Good, 
PhD,  MD,  Head  of  Cancer  Research  Program, 

Oklahoma  Medical  Research  Foundation 

"Accutane:  Past,  Present,  and  Future,”  Carl  W.  Ehman,  MD, 

Director  of  Clinical  Research,  Hoffman  La  Roche,  Inc. 
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9:30  AM,  Sunday,  May  8 — Springer  Clinic 
"Dermatohistopathology,”  Robert  G.  Freeman,  MD,  Clinical 
Professor  of  Dermatology  and  Pathology,  University  of 
Texas  Southwestern  Medical  School 
Oklahoma  State  Radiological  Society— Russell  Room 
University  of  Oklahoma  Alumni  Association  Executive 
Board  — Philbrook  Room 

University  of  Oklahoma  Alumni  Association  Cocktail 
Reception  — International  Ballroom 
University  of  Oklahoma  Alumni  Association  Banquet 
— International  Ballroom 

REGISTRATION 
AND  TICKET  FUNCTION 
INFORMATION 

OSMA  Annual  Meeting 

OSMA  Tennis  Tournaments 

The  Men’s  Tennis  Tournament  will  he  held  on  Thursday,  May  5,  at  LaFortune  Park,  5302 
South  Hudson,  Tulsa.  Starting  time  is  8:30  am.  Entry  fee  for  the  men’s  tournament  (singles  or 
doubles)  is  $15  per  person.  The  Women’s  Tennis  Tournament  will  take  place  the  same  day  at 
the  Philcrest  Tennis  Cluh,  109th  Street  and  Delaware,  Tulsa.  Starting  time  is  9:30  am.  Entry 
fee  for  the  women’s  tournament  (doubles  only)  is  $10  per  person.  To  participate  in  these 
tournaments,  you  must  preregister  using  the  Registration  and  Ticket  Orders  form  included  in 
the  program  mailed  to  members  in  March. 

OSMA  Golf  Tournament 

The  OSMA  Men’s  Golf  Tournament  will  take  place  on  Thursday,  May  5,  at  the  Meadow- 
brook  Country  Club,  9300  East  81st  Street,  Tulsa.  Tournament  starting  time  is  1 pm.  To 
participate  in  the  tournament,  you  must  preregister  using  the  Registration  and  Ticket  Orders 
form.  Entry  fee  for  the  tournament  is  $10  per  person.  Players  are  responsible  for  greens  fees 
and  cart  rental.  Proceeds  from  the  tournament  will  be  used  to  offset  the  cost  of  trophies  and 
prizes. 


3:00  PM 
3:00  PM 

6:00  PM 

7:00  PM 


OSMA  Running  Events 

Two  running  events  have  been  scheduled  for  2 pm,  Friday,  May  6,  at  Tulsa’s  Riverside 
Running  Track.  The  Ten-Kilometer  Competitive  Run  and  the  Two-Mile  Fun  Run  will  begin  at 
the  north  end  of  Riverside  Drive.  Entrants  have  their  choice  of  events.  Entry  fee  for  runners  is 
$7.50.  To  participate,  you  must  preregister  using  the  Registration  and  Ticket  Orders  form. 

OSMA  "Night  Under  the  Big  Top” 

On  Thursday  evening.  May  5,  the  stately  meeting  rooms  of  the  Excelsior  Hotel  will  be 
transformed  into  a three-ring  circus,  or  close  to  it.  The  entertainment  spotlight  that  evening 
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will  focus  on  OSMA’s  circus  party,  complete  with  ringmaster,  juggler,  gymnasts,  mime  artist, 
magician,  clown  troupe,  and  a special  surprise  act.  Start  the  evening  at  the  "Big  Top”  recep- 
tion at  6 PM  with  cocktails,  peanuts,  popcorn,  and  circus  games.  Follow  it  with  dinner  at  7 pm 
and  a dazzling  circus  show.  Dress  is  casual  and  children  are  welcome.  Tickets  for  the  reception, 
dinner,  and  show  are  $30  per  person.  Order  your  tickets  in  advance  using  the  Registration  and 
Ticket  Orders  form. 


OSMA  Presidential  Inaugural  Banquet  and  Ball 

The  highlight  of  this  year’s  social  events  will  be  an  elegant  evening  of  dining,  dancing, 
and  entertainment  at  the  OSMA  Presidential  Inaugural  Banquet  and  Ball.  Festivities  begin 
at  6 PM,  Friday,  May  6,  with  a cocktail  reception,  followed  at  7 pm  by  the  banquet  and  ball. 
Entertainment  for  the  gala  occasion  will  be  provided  by  humorist  Jeanne  Robertson,  billed  as 
"the  tallest  woman  ever  to  lose  the  Miss  America  contest,”  and  by  the  KOFM  Mobile  Music 
Machine,  a spectacular  audiovisual  production  designed  for  diners’  listening  and  dancing 
pleasure.  Tickets  for  the  event  are  $30  per  person  and  should  be  purchased  in  advance  using 
the  Registration  and  Ticket  Orders  form. 

Auxiliary  Activities 

The  OSMA  Auxiliary  has  scheduled  a luncheon,  a "Color  Me  Beautiful”  seminar,  and  a 
museum  tour  on  Friday,  May  6,  beginning  at  12:30  pm  at  Tulsa’s  Gilcrease  Museum.  Tickets 
for  the  event  are  $12  per  person  and  may  be  purchased  in  advance  using  the  Registration  and 
Ticket  Orders  form. 

The  auxiliary  will  bring  Oklahoma  artist  Jack  Riley  and  his  superb  collection  of  western 
bronze  sculpture  to  the  Excelsior  for  an  exhibition  and  sale  on  Friday,  May  6.  One  of  Riley’s 
bronzes  will  be  raffled  off  that  evening  at  the  Presidential  Inaugural  Banquet  and  Ball. 
Raffle  tickets  will  be  available  from  auxiliary  members  up  to  the  time  of  the  raffle.  Proceeds 
from  the  raffle  and  a portion  of  the  proceeds  from  the  sculpture  sale  will  go  to  the  auxiliary 
Nurses  Loan  Fund.  □ 


HCFA  Selects  Aetna  to  Serve 
As  Medicare  Part  B Carrier 

The  Health  Care  Financing  Administration 
(HCFA)  has  selected  Aetna  Life  & Casualty  to 
serve  as  Medicare  Part  B carrier  for  the  entire 
state  of  Oklahoma.  The  selection  became  effec- 
tive April  1. 

In  so  doing,  Aetna  will  assume  the  Medicare 
workload  processed  previously  by  the  Okla- 
homa Department  of  Human  Services  (DHS). 
This  workload  consists  of  claims  filed  by 
approximately  40,000  persons  who  are  entitled 
to  both  Medicare  and  Medicaid  benefits.  DHS 
will  continue  to  process  claims  for  persons  elig- 
ible for  Medicaid  only. 

HCFA  is  working  with  Aetna  and  DHS  to 
assure  a smooth  transition  and  avoid  a major 
disruption  in  the  overall  Part  B program  in 
Oklahoma.  With  a transition  of  this  nature, 
however,  it  is  possible  that  some  disruption 
may  occur. 

Physicians  needing  information  or  assis- 


tance during  this  transition  period  should  con- 
tact Rick  Ernest  at  OSMA  headquarters,  (405) 
843-9571.  □ 

Board  of  Trustees  Elects 
Physicians  As  Life  Members 

Thirteen  Oklahoma  physicians  were 
awarded  OSMA  Life  Memberships  at  the 
OSMA  Board  of  Trustees  meeting  held  Feb- 
ruary 27,  1983.  Elected  as  Life  Members  were: 
Eugene  H.  Arrendell,  MD,  Norman;  William 
A.  Betts,  MD,  Tulsa;  Allen  H.  Bunch,  MD, 
Seminole;  Ernest  Deese,  MD,  Ada;  Neumon  D. 
Johnson,  MD,  Tulsa;  Edwin  R.  Maier,  MD, 
Oklahoma  City;  Robert  D.  Mercer,  MD,  Okla- 
homa City;  E.  Cotter  Murray,  MD,  Oklahoma 
City;  Albert  L.  Shirkey,  MD,  Tulsa;  Ralph  A. 
Smith,  MD,  Oklahoma  City;  Philip  G.  Tullius, 
MD,  Oklahoma  City;  Joe  E.  Tyler,  MD,  Okla- 
homa City;  and  Homer  C.  Wheeler,  MD, 
McAlester.  □ 
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OKLAHOMA 

CALL 


COLLECTION  SPECIALISTS  IN  PAST-DUE 
ACCOUNTS 


TULSA 

ADJUSTMENT 
BUREAU,  INC. 

1754  Utica  Square  TULSA,  OKLAHOMA 
(918)  749-1481 

Toll  Free  in  Oklahoma 
1-800-722-2703 


Journal  / April  1983  / Volume  76 


ThE  SMART  MOVE 

TodAy? 

It's  disAbiliTy  Income 

INSURANCE 

TIhe  earnInqs  you  taI<e  Ior  qRANTEd  lodAy  could  STop 
suddENly  should  sickNEss  or  ACCidENT  puT  you  out  of 
ACTioN.  ThAT's  why  disAbiliiy  Income  protection  MAkcs  so 
Much  SENSE.  WhEN  you'RE  dIsAblEd,  This  Insurance  qoes  to 
WORk  fOR  you  pROVidiNq  SIEAdy,  CONTiNUiNq  bENEfllS.  So, 
bEfORE  ThE  UNEXpECTEd  hAppENS  . . . shouldN'l  yOU  MAkE 
youR  MOVE  TO  DisAbiliTy  Income  Insurance? 

As  A MEMbER  of  ThE  SpONSORiNq  ORqANlZAllON,  you'll  qET 
This  COVERAqE  AT  A COST  IeSS  ThAN  AN  iNdIvIduAl  pollcy.  FoR 
specific  iNfORMATlON  ON  COSTS  ANd  COVERAqE,  iNcludiNq 
ExclusloNS,  UmItatIons  ANd  TERMS  uNdER  whIch  ThE  pollcy 
MAy  be  CONTiNUEd  In  foRCE,  contact  yOUR  plAN 
AdMiNiSTRATOR. 

This  plAN  is  spoNsoREd  by 

THE  OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 

AdMimisTEREd  by 

C.  L.  PRATES  & COMPANY,  INC. 
720  N.W.  50t1h  Street 
OkUhoMA  CiTy,  OklA.  7>1 18 

JanIe  CRifliTh  HAROkJ  WARdlow 

EliZAbETh  YouNq  DewItt  Vann 

UNdERWRinEN  by 

CommercIaI  Insurance  Company 
of  NEWARk,  N.J. 

p 

Pension  I Consultants,  Ino. 

THE  PROFESSIONAL  TEAM 
WITH  A PENSION  FOR  PROFITS 

PROGRAMS  AIMED  AT  NOT  ONLY  ACCUMULATING  • BUT  PRESERVING  YOUR  CAPITAL 


TAX  PLANNING 
ESTATE  PLANNING 


FINANCIAL  PLANNING 
PENSION  PLANNING 


ACCOUNTING  SERVICES 
ACTUARIAL  SERVICES 


3113  CLASSEN  BLVD^ 


ALL  SERVICES  ARE  FEE  BASED 
OKLAHOMA  CITY.  OKLAHOMA  73118  (405)  52 1-8016 


110 


Oklahoma  State  Medical  Association 


t 


OSMA  Sponsorship  Approved 
For  Film  on  Drunk  Driving 

The  OSMA  Council  on  Professional  and  Pub- 
lic Relations  has  approved  OSMA  sponsorship 
of  an  anti-drunk  driving  film  to  be  produced  by 
the  Oklahoma  Department  of  Public  Safety 
and  the  Oklahoma  Highway  Patrol. 

Titled  None  for  the  Road,  this  docu-drama 
will  depict  three  different  but  typical  stories 
that  involve  driving  under  the  influence  of  al- 
cohol. The  film  will  cover  the  legal,  social,  and 
economic  aspects  of  being  arrested  or  being  in- 
volved in  an  accident  while  driving  under  the 
influence  (DUD. 

This  will  be  the  first  film  produced  for  the 
Oklahoma  Highway  Patrol  dealing  strictly 
with  the  DUI  problem  and  the  new  state  laws 
relating  to  this  violation.  It  is  expected  to  be 
ready  for  distribution  this  spring. 

As  one  of  ten  sponsors,  OSMA  will  receive 
prominent  name  and  logo  screen  credit  on  each 
of  the  35  prints  to  be  produced  and  on  all  tapes 
distributed  to  television  stations.  The  Okla- 
homa Department  of  Public  Safety  will  show 
the  film  extensively  on  television  stations 
throughout  the  state  and  before  civic  clubs, 
safety  meetings,  school  classes,  and  other  or- 
ganizations concerned  with  safe  driving. 

According  to  Paul  W.  Reed,  Jr.,  commis- 
sioner of  public  safety,  Oklahoma  shares  the 
dubious  distinction  of  recording  the  nation’s 
second  highest  percentage  increase  in  the 
number  of  traffic  deaths  during  1982.  □ 


AMA  Says  Drunk  Driving  Laws 
Need  Toughening  Nationwide 

Increased  efforts  to  reduce  the  carnage 
caused  by  drunk  driving  on  our  highways  are 
long  overdue,  the  American  Medical  Associa- 
tion (AMA)  told  the  National  Highway  Traffic 
Safety  Administration  recently. 

Commenting  on  proposed  rules  to  implement 
the  new  federal  drunk  driving  law  (PL  97-364), 
the  AMA  pointed  out  that  nearly  26,000 
Americans  are  killed  every  year  in  accidents 
involving  drunk  drivers,  and  physicians  are 
fully  aware  of  the  suffering  that  results  from 
these  accidents. 

The  AMA  supported  adoption  of  federal 
legislation  to  provide  funds  to  states  that  vol- 
untarily strengthen  their  laws  and  programs 
against  drunk  driving.  The  AMA  also  has 
urged  tougher  state  legislation  on  drunk  driv- 
ing and  has  made  several  related  policy  state- 
ments, one  urging  state  medical  associations  to 
seek  enactment  and  enforcement  of  more  effec- 
tive drunk  driving  laws  and  another  support- 
ing legislation  to  raise  the  legal  drinking  age 
to  21. 

The  new  federal  law  provides  grants  to 
states  willing  to  increase  activities  to  curtail 
drunk  driving  and  stipulates  that  the  federal 
money  is  not  to  replace  current  state 
funding.  □ 


Auxiliary  Day  at  the  Legisiature 


OSMA  Auxiliary  members  and  physician  guests 
enjoy  lunch  with  state  legislators  at  the  State  Capitol 
during  the  auxiliary’s  "Health  Care  Legislation  Day 
at  the  Capitol.” 


Auxiliary  member  Veronica  Montero  (left)  talks  with 
Mark  R.  Johnson,  MD,  editor-in-chief  of  the  Journal . 
At  right  is  auxiliary  luncheon  guest  Donna  Nigh, 
first  lady  of  Oklahoma. 
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Deaths 


In  Memoriam 

1982 


WILLIAM  S.  JACOBS,  MD 
1916  - 1983 

Tulsa  internist,  William  S.  Jacobs, 
MD,  died  February  9,  1983.  A na- 
tive of  Knoxville,  TN,  Dr  Jacobs  was 
graduated  from  tbe  University  of 
Pennsylvania  School  of  Medicine  in 
1942.  He  began  his  medical  career  in 
service  with  the  US  Army  during 
World  War  II.  Following  the  war,  he 
established  his  practice  in  New  Or- 
leans where  he  remained  until  1951 
when  he  moved  to  Tulsa.  He  was  a 
past-president  of  the  Tulsa  County 
Heart  Association. 


L.A.S.  JOHNSTON,  MD 
1909  - 1983 

Retired  Holdenville  general  prac- 
titioner, L.A.S.  Johnston,  MD,  died  in 
Allen,  Oklahoma,  February  16.  He  was 
graduated  from  the  University  of 
Oklahoma  College  of  Medicine  in  1936. 
He  had  served  as  president  of  his 
county  medical  society  and  was  pre- 
sented a Life  Membership  in  the  Okla- 
homa State  Medical  Association. 


Ella  H.  Murray,  MD 

May  3 

Loyd  G.  Williams,  MD 

May  15 

A.  A.  Walker',  MD 

July 

Wesley  Russell  Mote,  MD 

July  24 

Thomas  H.  Fair,  MD 

August  15 

Clyde  E.  Harris,  MD 

September  1 

Tillman  A.  Ragan,  MD 

September  5 

Floyd  T.  Hubbard,  MD 

September  23 

William  A.  Eastland,  MD 

October  3 

William  J.  Craig,  MD 

October  1 9 

William  M.  Wood,  MD 

October  30 

Hugh  C.  Graham,  Sr.,  MD 

November  11 

John  David  Wilson,  MD 

November  11 

Clinton  Gallaher,  MD 

November  15 

Bert  F.  Keltz,  MD 

November  30 

Berget  H.  Blocksom,  MD 

December  26 

Harold  T.  Baugh,  MD 

December  28 

JOHN  R.  LITTLE,  MD 
1906-1983 

Retired,  Oklahoma  City  general 
practitioner  John  R.  Little,  MD,  died 
February  11,  1983.  Born  in  Pleasant 
Hill,  AL,  Dr  Little  was  graduated  from 
the  University  of  Oklahoma  College  of 
Medicine  in  1929.  He  had  practiced  in 
Oklahoma  City  for  many  years  before 
his  retirement.  In  1974,  the  OSMA 
presented  Dr  Little  with  an 
Honorary-Life  Membership  in  recog- 
nition of  services  to  the  medical  pro- 
fession and  to  humanity.  □ 


1983 


Dewey  K.  Rhea,  MD 

January  3 

Fred  C.  Buffington,  MD 

January  4 

C.  D.  Cunningham,  MD 

January  26 

William  S.  Jacobs,  MD 

February  9 

John  R.  Little,  MD 

February  11 

L.  A.  S.  Johnston,  MD 

February  16 

□ 
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Oklahoma  State  Medical  Association 


Streamlined  Appeals  Process 
Adds  to  CHAMPUS  Efficiency 

CHAMPUS  has  streamlined  its  appeals  pro- 
cess in  order  to  settle  claims  faster  and  to  cut 
administrative  costs  and  paperwork. 

A new  CHAMPUS  regulation,  effective  in 
May  1983,  eliminates  extra  steps  in  the 
appeals  process  and  sets  new  deadlines  both  for 
filing  and  for  receiving  responses  to  appeals. 

The  new  CHAMPUS  rules  contain  simpler 
language  and  spell  out  clearly  when  and  how 
to  file  appeals. 

CHAMPUS-eligible  patients  and  physicians 
who  accept  CHAMPUS  may  appeal  the  "facts 
in  the  case.”  For  example,  they  may  appeal  the 
diagnosis  or  the  need  for  inpatient  hospital 
care.  Individuals  also  may  appeal  the  interpre- 
tation of  the  law,  rules,  or  policy,  but  not  the 
law  or  rules  themselves. 

When  beneficiaries  disagree  about  their 
CHAMPUS  eligibility  or  nonavailability 
statements,  they  must  appeal  through  the  par- 
ticular uniformed  service  involved. 

Information  on  the  new  appeals  process  may 
be  obtained  from  CHAMPUS,  Information  Of- 
fice, Aurora,  Colorado,  80045,  (303) 

361-3800.  □ 


Wilshire  Garden 
Office  Park 


r r 


Luxury  office  space  designed  with  professional 
tenants  in  mind.  Single  office  to  7000  sq.  ft. 
building  with  reception  service  available.  Im- 
mediate occupancy  or  custom  finish  to  your 
requirements.  Easy  and  quick  access  to  hospi- 
tals. 

Luke  Rodgers  Call  848-2055 

Ted  Rodgers  or  364-2920 

425  W.  Wilshire 


Miscellaneous  Advertisements 

Twenty-eight  member  multi-specialty  clinic 
seeks  a young,  aggressive  OB/GYN  physician. 
Central  Oklahoma  college  community  of 
20,000  with  a service  area  of  100,000,  located 
40  miles  from  Oklahoma  City.  Guaranteed 
first  year  salary  of  $75,000  plus  incentive 
bonus  based  on  productivity,  over  $15,000  in 
fringe  benefits,  five  week  paid  vacation  and 
one  week  paid  continuing  medical  education 
time  during  the  first  year.  Direct  inquiries  to 
Alan  Weedn,  MD,  Chickasha  Clinic,  PO  Box 
1069,  Chickasha,  OK  73018  or  telephone  (405) 
224-4853. 


101  BASIC  IDEAS  TO  IMPROVE  YOUR 
PRACTICE  — Sensible,  practical  usable  ad- 
vice to  achieve  results  by  better  rapport  with 
patients  and  colleagues.  Bonus  supplement  in- 
cluded featuring  actual  letter  samples  de- 
signed to  graciously,  tactfully  and  efficiently 
reach  out  and  leave  a good  impression.  Com- 
plete booklet  including  postage  $6.50.  Irisart, 
3616  Dover,  Birmingham,  AL  35223. 


FOR  SALE:  Hamilton  examining  tables  and 
matching  cabinets;  one  adult,  two  peds  with 
built-in  scales;  good  condition.  Assistant 
chairs,  reception  furniture.  Nancy  Craig,  MD, 
PO  Box  18427,  Oklahoma  City,  OK  73154. 


PROFESSIONAL  RESUME  SERVICES, 
1125  South  Cedar  Crest  Boulevard,  Allentown, 
Pennsylvania  18103.  We  provide  resume  pre- 
paration for  physicians.  Prompt  and  con- 
fidential. All  specialities.  Call  or  write  for  in- 
formation. (215)  433-4112. 


FOR  SALE:  X-ray  unit,  300  ma,  with  cas- 
settes, hangers,  bins,  etc.  Priced  to  sell.  Call 
(918)  336-6160  after  5:00  PM.  □ 
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MEDICAL-LEGAL  SEMINARS 

SUMMER  TOUR 


JULY  16-22,  1983 

ACAPULCO  PRINCESS  HOTEL 

One  of  the  world’s  most  beautiful  hotels. 


$699  per  person  includes: 

★ Airfare  from  Oklahoma  City  or  Tulsa  via  American  Airlines 

★ 6 nights  and  7 days 

★ Breakfast  and  Dinner  each  day 

★ Yacht  Cruise 

★ Tips  and  Transfers 


For  registration  information  write: 
Ed  Kelsay 

% Medical- Legal  Seminars 
5131  Classen  Blvd.,  Suite  109 
Oklahoma  City,  OK  73118 
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Upjohn 
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The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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(trimethoprim  and  sulfamethoxazole/Roche] 


in 


Bactnm  concentrates  in  serum 
and  penetrates  sputum'  -^ 


^ chronic  bronchitis' 


' icks  H.  influenzae — even 
\ npicillin-resistant  strains 


Bactrim  clears  sputum  of 
susceptible  bacteria 

In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens/  ’ One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens.’ 
Bactrim  is  effective  in  vitro  against  most 
strains  of  both  5.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated.* 


Bactrim  reduces  coughing 
and  sputum  production 


In  three  double-blind  comparisons 
with  ampicillin  q.i.d.,  Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters.’"  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  h.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  700  patients.'"  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 

References:  1.  Hughes  DTD,  Bye  A,  Hodder  P;  Adv  Antimi- 
crob  Antineoplastic  Chemother  II2-.\\Q5-\\0b.  1971.  2.  Jordan 
GW  et  al:  Can  Med  Assoc  J //2:91S-95S,  Jun  14,  1975.  3.  Beck 
H.  Pechere  JC:  Prog  Antimicrob  Anticancer  Chemother  1:663- 
667,  1969.  4.  Quintiliani  R:  Microbiological  and  therapeutic 
considerations  in  exacerbations  of  chronic  bronchitis,  in 
Chronic  Bronchitis  and  Its  Acute  Exacerbations:  Current  Diag- 
nostic and  Therapeutic  Concepts;  Princeton  Junction,  NJ,  Com- 
munications Media  for  Education,  Inc.,  1980,  pp.  9-12. 

5.  Schreiner  A et  al:  Infection  6(2):54-56.  1978.  6.  Data  on  file, 
Hoffmann-La  Roche  Inc..  Nutley.  NJ,  7.  Chodosh  S:  Treatment 
of  acute  exacerbations  of  ehronie  bronehitis:  results  of  a double- 
blind erossover  elinieal  trial,  in  Chronic  Bronchitis  and  Its  Acute 
Exacerbations:  Current  Diagnostic  and  Therapeutic  Concepts. 
Op.  cit..  pp.  15-16.  8.  Chervinsky  P:  Double-blind  elinieal  com- 
parisons between  trimethoprim-sulfamethoxazole  (Baetrim^'') 
and  ampieillin  in  the  treatment  of  bronchitic  exacerbations. 
Ibid.,  pp.  17- 18.  9.  Dulfano  MJ:  Trimethoprim-sulfamethoxa- 
zole vs.  ampicillin  in  the  treatment  of  exacerbations  of  chronic 
bronchitis.  Ibid.,  pp.  19-20.  10.  Medici  TC:  Trimethoprim-sulfa- 
methoxazole (Bactrim^")  in  treating  acute  exacerbations  of 
chronic  bronchitis:  summary  of  European  clinical  experience. 
Ibid.,  pp.  13- 14. 
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[160  mg  trimethoprim  and  800  mg  sultamethoxazole/Roche] 


*Due  to  susceptible  brganisms.  Please  see  next  page  for  summary  of  product  information. 


(trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of  which 
follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter,  Proteus 
mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that  Initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note  The  increasing  frequency  of  resistant  orga- 
nisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  Influen- 
zae or  Streptococcus  pneumoniae  when  In  physician’s  judgment  It  offers  an  advan- 
tage over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of  repeated 
use  of  Bactrim  In  children  under  two  years  of  age.  Bactrim  Is  not  Indicated  for  prophy- 
lactic or  prolonged  administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains  of 
Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician’s  judgment 
it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel  when 
antibacterial  therapy  Is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  docu- 
mented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing  mothers 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus;  infants  less 
than  2 months  of  age 

Warnings;  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococcal 
tonsillopharyngitls  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis. aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema- 
topoiesis has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders  Frequent  CBC's  are 
recommended,  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin,  reassess  coag- 
ulation time  when  administering  Bactrim  to  these  patients 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia.  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions:  Erythema  multiforme.  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness, pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis  Gastro- 
intestinal reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis.  CNS  reactions  Headache,  periph- 
eral neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insom- 
nia apathy,  fatigue,  muscle  weakness  and  nervousness  Miscellaneous  reactions  Drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E  phenom- 
enon Due  to  certain  chemical  similarities  to  some  goitrogens.  diuretics  (acetazolamide. 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents 
may  exist.  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength).  2 
tablets  (single  strength)  or  4 teasp  (20  ml)  b i d for  10-14  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours.  In  two  divided 
doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min.  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  If  creatinine  clearance  is  below 

15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b i d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information  for 
suggested  children  s dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100:  Tel-E-Dose*  packages  of  100,  Prescription  Paks  of  20  and 
28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole — bottles  of 
100  and  500;  Tel-E-Dose*  packages  of  100.  Prescription  Paks  of  40  Pediatric  Suspension. 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml),  cherry 
flavored — bottles  of  lOO  ml  and  16  oz  (1  pint).  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of 

16  oz  (1  pint) 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


OPPORTUNITY 

WITHOUT 

RISK. 


The  biggest 
improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  i(deal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  drop 
below  a certain  level? 

Well,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.  S.  Savings 
Bonds.  Now  changed  from 
a frxed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a ^aranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 

Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 


Tlieres  more  to 

ZYLOPRIM  , 

than  (allopuiinol). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  ''D.A.  W,  ” Wo  Sub, " or  ''Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


stormy 

Weather 


Let  Ru-Tuss®  Help  Your 
“Stormy  ” Patient 
Come  Closer  to  Spring 

Prompt,  effective  treatment  with  Ru-Tuss® 
tablets  offers  welcome  relief  to  winter- 


cold  patients.  Ru-Tuss®  tablets  ease  con- 
gestion, relieve  respiratory-tract  itch  and 
the  need  to  sneeze. 

RUTUSS 

TABLETS 

Each  prolonged  action  tablet  contains;  Phenylephrine 
Hydrochloride  25  mg  • Phenylpropanolamine  Hydrochlo- 
ride 50  mg  • Chlorpheniramine  Maleate  8 mg  • Hyoscy- 
amine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  mg 

• Scopolamine  Hydrobromide  0.01  mg  • Each  Ru-Tuss* 
tablet  acts  continuously  for  10  to  12  hours 

• vasoconstrictor,  antihistaminic  actions 

• rapid  and  prolonged  relief  of  nasal  and 
sinus  congestion 

• convenient  b.i.d.  dosage 


BOOTS  WEATHER  SERVICE 

As  a personal  service  from  Boots: 

A weather  forecast  for  anywhere  in 
North  America,  individually  provided 
by  a professional  meteorologist.  See 
your  Boots  representative  for  toll  free 
access. 


Boots  Pharmaceuticals,  Inc. 

Shreveport.  LA  71 106 

Pioneers  in  medicine  for  the  family 


Brief  Summary  of  Prescribing  Information  (see  attached) 
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Brief  Summary  of  prescribing  information 

RU-TUSS® 

TABLETS 

INDICATIONS  AND  USAGE:  Ru-Tuss  Tablets 
provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory 
tr3ct  tissuss 

CONTRAINDICATIONS:  Hypersensitivity  to  anti- 
histamines or  sympathomimetics.  Ru-Tuss  Tablets 
are  contraindicated  in  children  under  1 2 years  of 
age  and  in  patients  with  glaucoma,  bronchial 
asthma  and  women  who  are  pregnant.  Concomi- 
tant use  of  MAO  inhibitors  is  contraindicated. 
WARNINGS:  Ru-Tuss  Tablets  may  cause  drowsi- 
ness. Patients  should  be  warned  of  possible, 
additive  effects  caused  by  taking  antihistamines 
with  alcohol,  hypnotics,  sedatives  or  tranquilizers. 
PRECAUTIONS:  Ru-Tuss  Tablets  contain  bella- 
donna alkaloids,  and  must  be  administered  with 
care  to  those  patients  with  urinary  bladder  neck 
obstruction.  Caution  should  be  exercised  when 
Ru-Tuss  Tablets  are  given  to  patients  with  hyper- 
tension, cardiac  or  peripheral  vascular  disease  or 
hyperthyroidism.  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery 
(See  WARNINGS:). 

OVERDOSAGE:  Since  the  action  of  sustained 
release  products  may  continue  for  as  long  as  1 2 
hours,  treatment  of  overdoses  directed  at  revers- 
ing the  effects  of  the  drug  and  supporting  the 
patient  should  be  maintained  for  at  least  that 
length  of  time.  Saline  cathartics  are  useful  for 
hastening  evacuation  of  unreleased  medication. 
In  children  and  infants,  antihistamine  overdosage 
may  produce  convulsions  and  death. 

ADVERSE  REACTIONS:  Hypersensitivity  reac- 
tions such  as  rash,  urticaria,  leukopenia  agranu- 
locytosis, and  thrombocytopenia  may  occur.  Other 
adverse  reactions  to  Ru-Tuss  Tablets  may  be 
drowsiness,  lassitude,  giddiness,  dryness  of  the 
mucous  membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary  frequency 
and  dysuria,  palpitation,  tachycardia,  hypoten- 
sion/hypertension, faintness,  dizziness,  tinnitus, 
headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epi- 
gastric distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may 
cause  tachypnea,  delirium,  fever,  stupor,  coma 
and  respiratoryfailure. 

DOSAGE  AND  ADMINISTRATION:  Adults  and 
children  over  1 2 years  of  age,  one  tablet  morn- 
ing and  evening.  Not  recommended  for  children 
under  12  years  of  age.  Tablets  are  to  be  swal- 
lowed whole. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 

e Boots  Pharmaceuticals,  Inc. 

Shreveport  LA  71 106 

Pioneers  in  medicine  for  the  family 


THE  GENERAL 


PRACTICE 

OF 

ANESTHESIA 


April  29-  May  1,  1983 
Red  Apple  Inn 
Heber  Springs,  Arkansas 


This  medical  education  seminar  is  ap- 
proved for  five  hours  of  AMA  credit.  Regis- 
tration fee  is  $40.00  for  physicians  and 
$20.00  for  CRNA’s. 

Additional  information  is  available  from  the 
Office  of  Continuing  Education  for  Physi- 
cians, University  of  Arkansas  for  Medical 
Sciences,  College  of  Medicine,  4301  West 
Markham,  Little  Rock,  Arkansas  72205  or 
call  (501)  661-5261. 
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Our  many  years  funding  leases  for  Doctors  reflects  minimum  exposure,  therefore  eliminating  the  need  for  normal  reserve 
accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American  Medi-Lease  requires  NO  Down-Payment. 

Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment,  which  is  responsible  for  our  total  Service  Leasing  Program  — Exclusive  for  the  Medical  Profession. 


Our  intent  is  always  to  maintain  the  lowest  preferred  rates  and  unprecedented  service,  while  attaining  the  highest  degree  of 
integrity  with  responsible  communication  with  our  customers. 


KEY  ADVANTAGES: 


LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 


TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 

costs. 

TERMS:  24-,  36-,  48-,  and  60-month  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun  280- 

280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st  or  15th  of  the  month  eliminating  calendar  referral  for  disbursement 
of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Lessee,  on  request. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 

by  making  a request  to  American  "Medi-Lease"  as  we  assure  Lessees  have  the  most  convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn-over"  to  another  new  vehicle  approxi- 

mately every  two  years  without  additional  investment. 

PURCHASE  OPTION : Lessee  has  the  option  to  purchase  any  time  after  1 2 months  or  at  (present)  end  of  term  value. 

EXAMPLE  LEASE  RATES 

Based  on  NEW  1983  prices  with  availability.  Most  are  luxury -equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Honda  Accord  4 dr. 

Toyota  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW  320i 

Datsun  280  ZX 

Audi  5000s 


237.00  per  month 

249.00  per  month 

253.00  per  month 

418.00  per  month 

351 .00  per  month 

346.00  per  month 

459.00  per  month 


Porsche  924 
Mercedes  240  Diesel 
Cadillac  Eldorado 
Mercedes  380  SD 
Mercedes  380  SL 
Rolls  Royce  Silver  Spirit 


621 .00  per  month 

439.00  per  month 

490.00  per  month 

772.00  per  month 

889.00  per  month 
2166.00  per  month 


Rates  forgll  makes  and  models  on  request. 

We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic.  You  tell  us  what  you  want  (make,  model,  color 
and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  convenience. 


^mencan  ilebi-l.eas(t,  3fnc. 

66(J0  N.  Meridian.  Suite  254.  Oklahoma  City.  Oklahoma  73132 

(405)  848-9807 

Oklahoma  Toll  Free  1-800-522-9262 

HOME  OFFICE 
6950  N.  Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Free  1-800-527-7575 


National  Information  & Customer  Service  — Toll  Free  1-800-527-7575 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis'^ 


Brief  Summary.  ConsulMhe  package  literature  lor  prescribing 
inlormation 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatmeni  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Sirefitococcus  pneumoniae  (Diplococcus  pneumoniae) . Haemophilus 
mfiuemae.  andS  pyogenes  (group  A beta-hemolytic  streptococa) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macroiides.  semisynthetic 
penicillins  and  cephalosporins),  therefore  it  is  important  to  consider 
Its  diagnosis  m patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-lhreatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenoiogic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 
Precautions:  General  Precautions— \i  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfechon  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  (^ombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  m the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehiing  s solutions  and  also  with  Omitesr*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy— Pregnancy  Category  0— Reproduction 
studies  have  been  performed  m mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well-controlled  studies  m pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— SmaW  amounts  of  Ceclor  have  been  detected  in 
mother  s milk  following  administration  of  single  SOO-mg  doses 
Average  levels  wereO  18.  0 20,  0 21,  and  0 16  mcg/ml  at  two,  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  m C/J/Wren— Safely  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 S percent  of  patients 
and  include  diarrhea  (1  m 70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis'arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a lew  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  L/ncer/am— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hcmafopo/efrc— Transient  fluctuations  m leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal — Slight  elevations  m BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

(061782R1 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  ot  H influenzae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  pemcillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 

References 

1 Antimicrob  Agents  Chemolher  .0  91. 1975 

2 Antimicrob  Agents  Chemother . ft  470. 1977 

3 Antimicrob  Agents  Chemother . 13  584  1 978 

4 Antimicrob  Agents  Chemother , 12  490. 1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler  and  R Luthy), 
II  880  Washington.  0 C American  Society  tor  Microbiology. 
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6 Antimicrob  Agents  Chemother . 13  861.1978 

7 Data  on  file.  Ell  Lilly  and  Company 

6 Principles  and  Practice  of  Infectious  Diseases  (edited  by  G L 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’  ® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  ^ pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 
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Roche  salutes  the  history  of  Oklahoma  medicine 


PUTTING  THE 
PAP  TEST  ON  WHEELS 


n K T.  AH  OMA  il  isjift  I Ci  H 


AMBIIICAN  CANCBR  SOCMtiV 


Introducing  the  new  cancer  detection  procedure  for 
women  to  rural  areas  was  o challenge  well  met  by  the 
Oklahoma  Division  of  the  American  Cancer  Society 
when,  in  1946,  it  converted  on  obsolete  school  bus 
into  the  nation's  first  cancer  clinic  on  wheels. 

Staffed  by  volunteer  specialists — on  internist,  o 
dermatologist,  o gynecologist  and  a surgeon — and 
one  salaried  secretary  to  handle  the  record-keeping, 
the  recycled  vehicle  left  Oklahoma  City  and  headed 
north.  Its  first  stop  was  Tonkawa,'^  where  advance 
publicity  had  drawn  women  from  nearby  towns,  farms 
and  reservations,  all  seeking  the  proffered  examinations. 

Cooperative  effort 

Local  doctors  and  nurses  also  hurried  torword  to  volun- 
teer their  services  in  exchange  tor  a firsthand  opportunity 
to  practice  techniques  and  procedures  about  which  they 
had  previously  only  read. 

In  location  after  location,  the  white-painted  bus  dis- 
pensed its  tree  services  in  tour  cubbyhole  examination 
rooms,  offering  educational  literature  about  concerto 
patients  and  medical  professionals,  and  spreading 
important  messages  regarding  early  cancer  detection 
and  prompt  treatment  when  indicated.^ 


The  idea  caught  on 


Today  it  is  not  surprising  to  see  a modern  medical  ser- 
vices vehicle  on  wheels  in  shopping-center  parking 
areas,  schoolyards  or  business  centers.  Community 
service  organizations  sponsor  and  support  them  all 
across  the  country.  Unquestionably,  they  have  come  a 
long  way  in  equipment  and  comfort  from  the  school  bus ' 
that  pioneered  vital  health  services. . . but  //was  the  bus  j 
that  made  medical  history. 


References:  1.  Kane  JN  Famous  First  Facts,  3rd  ed  New  York,  The  H W 
VYIIson  Cd  , 1964,  p 367  2.  Data  on  file,  Hotfmonn-Lo  Roche  Inc , Nutley,  NJ 
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When  the  history  reveals 
anxious  depression... 

For  the  estimated  70  percent  ot  nonpsychotic  depressed  patients  who 
are  also  anxious,’  Limbitrol  provides  both  amitriptyline,  specitic  tor  symptoms 
of  depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI),  the  tested 
and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  used  infrequently  in  nonpsychotic  patients.’ 

62%  of  Overall  Improvement. . .Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  ot  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  ot  their  overall  improvement  within  the  first  week  of  therapy^ 

In  another  multicenter  study^  the  following  symptoms  associated  with 
anxious  depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  Insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.’^ 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  RIckels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crotts,  1977,  p 316  2.  Feighner  JP  elal:  Psychopharmacology 6i  2M-229,  Mar  1979  3.  Data  entile, 
Floffmann-La  Roche  Inc , Nutley,  NJ 


In  moderate  depression  and  anxiety 

Limbitnol© 

Tabitti  5-12.5  eocti  contoming  5 mg  cTilordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydfochlonde  salt) 

Toblett  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitnptyline 
(os  the  hydrochloride  salt) 


Please  see  summary  of  producf  Information  on  following  page. 


LIMBITROL*'TABLETSt£  Tranquilizer— Antidepressant 

Betore  prescribing,  please  consult  complete  product  information,  o summary  of 

which  follows: 

Indicahons:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  onxiety 

ContraihdicatiohS;  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  Initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  ochieved  Contraindicated  during  acute  recovery 
phose  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinory  retention  or  angle- 
closure  glaucomo  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anficholinergic-lype  drugs  (Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with  use 
of  tricyclic  antidepressants,  especially  high  doses  .Myocardial  infarction  and  stroke 
reported  with  use  of  this  class  of  drugs ) Caution  potients  about  possible  combined 
effects  with  alcohol  ond  other  CNS  depressants  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dunng  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenifal 
malformations  as  suggested  In  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physicol  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  LImbitrol  to  oddiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  clone  have  been  reported  (nausea,  heodoche  ond  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 

Precauhons:  Use  with  caution  in  patients  with  o history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  lorge  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive  Discon- 
tinue several  doys  before  surgery  Limit  concomitant  administrotion  of  ECT  to  essential 
treotment  See  Warnings  for  precoutions  about  pregnoncy  LImbitrol  should  not  be 
token  dunng  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedotion, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor 
confusion  ond  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fotigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Gronulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  odverse  reactions  not  reported  with  Limbitrol  but  requiring 
considerotion  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmios,  heort  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  poresthesias  of  the  extrem- 
ities, extrapyromidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  urticario,  photosensitization,  edemo  of  face  and  tongue,  pruntus 
Hematologic  Bone  marrow  depression  Including  ogranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastio  in  the  male,  breast  enlargement,  ga- 
lactorrhea and  minor  menstaial  irregularities  in  the  female  and  elevation  and  lowering 
of  blood  sugar  levels 

Other  Headache,  weight  gain  or  loss,  increosed  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosoge:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive.  l.V.  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosoge:  Individualize  according  to  symptom  severity  ond  patient  response  Reduce  to 
smallest  effective  dosoge  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s dose  moy  suffice  for  some  patients 
Lower  dosoges  are  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  four  toblets  doily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial 
dosage  of  three  to  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
ond  25  mg  omitriptyline  (os  the  hydrochloride  salt)  and  blue,  film-coated  tablets,  each 
containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride 
solt) — bottles  of  100  ond  500,  Tel-E-Dose*  packages  of  100,  Prescription  Poks  of  50 


Please  send  additional  information 

for 

(name  of  puhlieation) 
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Street 
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State Zip — _ 


300  North  Zeeb  Road 
Dept,  P R. 

Ann  Arbor.  Mi.  48106 
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International 


ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 


COUNTRYVIEW 


where  people  and  surroundings  make 
the  difterence. 


COUNTRY  VIEW  IS  A PSYCHIATRIC 
FACILITY  SPECIALIZING  IN  THE 
TREATMENT  OF  ALCOHOLISM  AND 
OTHER  CHEMICAL  DEPENDENCIES. 

♦ Professional  medical  care. 

♦ 24-hour  admittance. 

• Fully-accredited. 

* Exceptional  10-acre  country  setting. 

For  more  information  contact; 
COUNTRY  \aEW 
12300  East  91st  Street 
Tulsa,  Oklahoma  74133 
(918)  252-2541 

Ail  inquiries  held  in  the  smaest  confidence. 


COMPREHENSIVE  CARE 

of  the 

BURN  PATIENT 

September  16-17,  1983 

Hyatt  Regency  Hotel 
Kansas  City,  Missouri 

This  thirij  annual  program  is  sponsored  by  the  American  Burn  Association  and 
Saint  Elizabeth  Community  Health  Center  and  offers  24  credit  hours  in  Category  1 . 

Registration  fee  for  physicians  is  $225.00,  residents  $125.00  and 
nurses/allied  professionals  $125.00. 

Further  information  is  available  through  Robert  W.  Gillespie,  MD,  St  Elizabeth 
Community  Health  Center,  555  South  70th  Street,  Lincoln,  NE  68510. 
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OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES,  INC. 


800  Physicians  Professional  Bldg.  1044  Southwest  44th 
3400  N.W.  Expressway  Suite  #520 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73109 


William  D.  Hawley,  MD,  Inc 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 


(405)  946-5641 


(405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc 
John  M.  Carey,  MD,  Inc 
Nazih  Zuhdi,  MD,  Inc 


James  M.  Hartsuck,  MD,  Inc 
R.  Darryl  Fisher,  MD,  Inc 
Marvin  D.  Peyton,  MD,  Inc 
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Oklahoma  State  Medical  Association 


Multiple  Specialty  Clinic 


701  Northeast  10th  Street  • Oklahoma  City,  Oklahoma  73104  • Telephone — 271-2700 


INTERNAL  MEDICINE 

RHEUMATOLOGY 

DERMATOLOGY 

W.W.  Rucks,  Jr.,  MD 
William  S Pugsley,  MD 

William  T.  Tatum,  Jr.,  MD 

William  J.  Sahl,  Jr , MD 

Donald  G.  Preuss,  MD 

OBSTETRICS  AND 

CARDIOVASCULAR- 

Earl  S.  Elliot,  Jr.,  MD 

GYNECOLOGY 

THORACIC  SURGERY 

Ellison  H.  Witlels,  MD 

John  W.  Records,  MD 

Edward  R.  Munnell,  MD 

CARDIOLOGY 

Schales  L.  Atkinson,  MD 
Roger  D.  Quinn,  MD 

R.  Nathan  Grantham,  MD 
Paul  J.  Kanaly,  MD 

Charles  W.  Cathey.  MD 

Thomas  R.  Bryant,  MD 

Charles  W.  Robinson,  Jr.,  MD 

Ronald  E.  Hempling,  MD 

RADIOLOGY 

Alexander  Poston.  MD 
Thomas  R.  Russell,  MD 
Paul  C.  Houk,  MD 
Stanley  G.  Rockson,  MD 

Laura  L.  Mackie,  MD 

ORTHOPEDIC  SURGERY 

Edwin  R.  Maier,  MD 

Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
J.  Kent  Chesnut,  MD 
Alan  M.  Effron,  MD 

ENDOCRINOLOGY 

J.  Patrick  Livingston,  MD 

Howard  G.  Daniel,  MD 
Robyn  L.  Birdwell,  MD 

James  L.  Males.  MD 

OTOLARYNGOLOGY 

Ronald  P.  Painton,  MD 

Charles  J.  Wine,  MD 

UROLOGY 

GASTROENTEROLOGY 

Joseph  E,  Leonard,  MD 
Willard  B.  Moran,  Jr.,  MD 

Donald  D.  Albers,  MD 
William  F.  Barnes,  MD 

Malcolm  G.  Robinson,  MD 
David  A.  Neumann,  MD 

PEDIATRICS 

CLINICAL  PSYCHOLOGY 

Gretchen  A.  McCoy,  MD 

James  E.  Mays,  Jr.,  MD 

Lucien  D.  Rose,  PhD 

PULMONARY  DISEASE 

Hal  B.  Vorse,  MD 
William  J.  Kruse.  MD 

AMBULATORY  CARE 

William  W.  Cook,  MD 
Mark  Steven  Fixley,  MD 
Steven  R.  Smith,  MD 

Gary  D.  McGann,  MD 
Mickey  E.  Crittenden,  MD 
Donald  L.  Wilber,  MD 

Leslie  A.  Arneson,  MD 
Kent  C.  Hensley,  MD 

INFECTIOUS  DISEASES 

Daniel  J.  Sexton.  MD 

GENERAL  SURGERY 

Frank  G.  Gatchell,  MD 

EXECUTIVE  DIRECTOR 

A.  Wayne  Coventon 

Clifford  G.  Wlodaver,  MD 

Stephen  G.  ReMine,  MD 

HEMATOLOGY-ONCOLOGY 

Ralph  G.  Ganick,  MD 
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Wfehelp 
bring  pew 
back  to  life 


Willow  V^ievv'  is  the  only  priv'ate, 
non-profit  hospital  in  Oklahoma 
dedicated  solely  to  the  treatment 
of  psychiatric  illnesses  of  all  UqDes 
among  all  ages.  The  key  word  is 
"treatment.”  Willow  View  is  not  an 
institution  for  custodial  care,  and 
accepts  only  indi\iduals  who  are 
treatable. 

Located  on  15  acres  at  2601 
North  Spencer  Road  (former  site 
of  the  Coyne  Campbell  Hospital), 
Willow  Vdew  is  a modern,  fully 
staffed  facility  with  180  full  and 
part-time  employees. 

Sendees  include  highly 
successful  adolescent,  adult,  and 


substance  abuse  treatment 
programs. 

Our  adolescent  program,  for 
example,  geared  to 
I patients  12-18  years 
1 1 “ old,  is  based  on  an 

innov^ative  "levels” 
system,  defining  progressive 

e plateaus  of  wellness. 

It  includes  group  therapy, 
occupation  and  recreational 
therapies,  and  an  accredited 
education  program.  We  provide 
the  full  sc^e  of  sendees:  an 
intensive  treatment  environment 
vvdth  family  therapy  and  an  after- 
care program. 

If  you  have  a patient  who  could 
benefit  from  the  rich  mixture  of 
love  and  discipline  at  Willow  View, 
call  us.  We  ll  arrange  a time  for 
you  to  meet  our  staff,  see  our 
facility,  and  discuss  the  programs 
which  might  help  your  patient 
find  the  strength  and  stability  to 
cope  with  his  or  her  corner  of 
the  world. 


Willow  view:  We  help  bring  people  back  to  life. 

Willow'  View  Hospital 
2601  i\.  Spencer  Rd. 

Oklahoma  City,  OK  73136 
Call,  (405)  427-2441 


U ILUJW  MEW  MEDICAL  STAFF:  \olen  L.  Armstrong,  M.D.;  Wolfgang  K,  Huber,  M.D.;  Harald  S.  Kruger,  M.D.; 
Siavash  \ael,  M.D.;  Harold  G.  Sleeper,  M.D.;  Medical  Director:  Harold  G.  Sleeper,  M.D.;  Chief  of  Staff:  Nolen  L. 
Armstrong,  M.D.;  Administrator:  Dolores  R.  Wiggins. 
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Oklahoma  State  Medical  Association 


THE  APJHmilS  CLINIC 

Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD  Winfred  L Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 


207  C Street  NW 


Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 

FAMILY  PRACTICE 
J W McDoniel  MD 
J O Wood.  Jr  MD 
Don  R Hess.  MD 
Tim  Bohn.  MD 


INTERNAL  MEDICINE 
W S Harnson.  MD 
D L Stehr.  MD 
R S Davis.  MD 
Vernon  A.  Vix.  MD 

GASTROENTEROLOGY 
C K Su.  MD 

CARDIOLOGY 

J T Bledsoe.  MD 

OBSTETRICS  AND  GYNECOLOGY 

Nancy  W Dever  MD 
Alan  J Weedn  MD 

PEDIATRICS 

R E Herndon.  MD 
E R Orr.  MD 
J E Freed.  MD 
M P Escobar.  MD 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 
C R Gibson  MD 
James  Ed  Brown.  MD 


GENERAL  AND  VASCULAR  SURGERY 
Linda  M Johnson.  MD 
Wayne  L,  Manson.  MD 


THORACIC 

AND  VASCULAR  SURGERY 
Paul  B Loh.  MD 


PHYSICAL  MEDICINE  AND 
REHABILITATION 
Kumud  Vaidya  MD 


UROLOGY 
K T Varma.  MD 

ORTHOPEDIC  SURGERY 

W T Morris.  MD 
Keith  W Riggins.  MD 

RADIOLOGY  (Consulting) 
Don  Delzer.  MD 
J H Gardner  MD 
J E Milton.  MD 
Dan  Rhodes.  MD 

PHYSICIANS  ASSISTANTS 

W M OhI.  PA 
H L Watkins.  PA 
Myra  Campbell.  PA 

ADMINISTRATION 

James  W toy 


Accredited  A.A.H.C.,  Inc. 


MAIN  CLINIC  TIMBER  CREEK  BRANCH 

2222  IOWA,  CHICKASHA,  OK  224-4853  ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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GLau-nEL/on  cunic 


INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

WILLIAM  G.  MAYS,  MD,  Inc. 
RALPH  L.  NICHOLSON,  MD,  Inc. 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 


RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 

WILLIAM  F.  EWING,  MD,  INC. 

BOYD  O.  WHITLOCK,  MD 

RICHARD  H.  REID,  MD 

R.  A.  SEARCY,  MD 

PHILIP  W.  PERRYMAN,  JR.,  MD 


RICHARD  E.  WITT,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD,  Inc. 
FRANKLIN  S.  NELSON,  MD 


ADMINISTRATION 

JOSEPH  W.  RHINE 
GARY  D.  GIBSON 


1923  East  21st  Street  Box  52218*TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 


1401  East  Van  Buren  Avenue 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
FRANCIS  R.  LONERGAN,  MD 
STEPHEN  D.  SWANK,  MD 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 


OTOLARYNGOLOGY 

SAMUEL  E.  DAKIL,  MD 


OBSTETRICS-GYNECOLOGY 

ROBERT  G.  CATES,  MD 
W.  RILEY  MURPHY,  JR.,  MD 

SURGERY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 
GEORGE  M.  BROWN,  JR.,  MD,  FACS 


RADIOLOGY  ADMINISTRATION 

BRUCE  H.  BROWN,  MD  PAUL  B.  BISHOP 


XXX 


Oklahoma  State  Medical  Association 


MEDICAL  ARTS  CLINIC  OF  ARDMORE, 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 

INC. 

General  Surgery 
THORNTON  KELL,  MD,  FACS 
*TOM  SPARKS,  MD,  FACS 

General  and  Vascular  Surgery 
*WILFRED  S.  GAUTHIER,  MD,  FACS 

Internal  Medicine 
J.  HOBSON  VEAZEY,  MD 
^CLIFFORD  LORENTZEN,  MD, 
*DAVID  D.  ROSE,  MD 
*JOE  R.  HAMILL.  MD 
*KEVIN  H.  REED,  MD 

FACP 

Radiology  (Consultants) 
*MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 

Administrator 
ROGER  H.  HUGHES 

Pathology  (Consultant) 
*CARL  A.  SCHWEERS,  MD 

Phone;  A/C  405-223-5311 

* Specialty  Board  Diplomate 

Raymond  F.  Main,  M.D. 
Robert  C.  MacKay,  M.D. 
Dan  F.  Keller,  M.D. 

Willard  Aronson,  M.D. 

Fay  Knickerbocker,  M.D. 
Lynn  B.  Moon,  M.D. 

Peter  F.  Brumbaugh,  M.D. 

Diplomates,  Amer  Board  of  Pathology 


Jack  M.  Stephenson,  M.D. 
Paul  E.  Kaldahl,  M.D. 

Perry  A.  Lambird,  M.D. 
Michael  R.  Harkey,  M.D. 
Thomas  A.  Hosty,  M.D. 
John  R.  Rogers,  M.D. 
Hatton  W.  Sumner,  M.D. 

Diplomates.  Amer  Board  of  Pathology 


Oklahoma  City,  Oklahoma 

PATIENT  CARE  FACILITIES 

Pasteur  Medical  Bldg.  Physicians  & Surgeons  Bldg. 

Room  G-8  (Basement) 


Room  254 
1111  N.  Lee 


1211  N.  Shartel 


West  Laboratory 
Room  100 

3400  N.W.  Expressway 


(405)  239-7111 


North  Laboratory 
Room  LL7 
4200  W.  Mem.  Rd. 

South  Laboratory 
Room  107 
1044  S.W.  44 


PICKUP— DELIVERY 

1111  N.  Shartel 


East  Laboratory 
Room  113 

711  Stanton  Young  Blvd. 


1-800—942-3514 
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(amaicas 


750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City.  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MD± 
Vernon  D.  Cushing,  MCH'* 
George  L.  Winn,  MCh- 
Robert  S.  Ellis.  MO* 
Lyle  W.  Burroughs,  MO° 


f Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr , Administrator 

By  appointment  8 a m.  to  5 p.m.  (Wednesday  and  Saturday  6 a m.  to  12  noon) 


Charles  D.  Haunschild,  MCh-° 
James  H.  Wells,  MDr* 
John  R.  Bozalis,  MD^* 
James  D.  Lakin,  Ph.D.,  MD'^* 
John  S.  Irons, 

Warren  V.  Filley,  MD-* 


Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

nil  North  Dewey  Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OE  ORTHOPEDICS 


DEPARTMENT  OE  ARTHRITIS 


*Marvin  K.  Margo,  MD,  FACS 
Hames  P.  Bell,  MD,  FACS 
‘Stephen  Tkach,  MD,  F.ACS 
‘Joseph  F.  Messenbaugh  III,  MD,  FACS 
‘I.  Patrick  Evans,  MD,  FACS 
‘Edwin  E.  Rice,  MD,  FACS 
‘Warren  G.  Low,  MD 
‘Thomas  C.  Howard,  III,  MD 


John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
‘Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
‘R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 


‘Specialt\'  Board  Diplomate 


M.A\AGEME\T  SERVICES 
James  A.  Hyde,  Administrator 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  SARATOGA  / P.O.  BOX  849  SHAWNEE,  OKLAHOMA  74801  Phone:  405-273-5801 


ALLERGY 

INDUSTRIAL  MEDICINE 

OBSTETRICS,  GYNECOLOGY 

PEDIATRICS 

A.  M.  Bell.  MD“ 

A M Bell,  MD 

Paul  B.  Edmonds,  MET 

A.  M.  Bell.  MD 

Jake  Jones,  Jr , MD 

Richard  E Jones,  MD* 

Jake  Jones,  Jr.,  MD 

ANESTHESIOLOGY  CONSULTANTS 

R.  K Mohan,  MD 

Stephen  E.  Trotter,  MD 

R K.  Mohan,  MD 

Ellis  Brown.  MET 
Michael  Daughety,  MO' 

DERMATOLOGY 

Bert  C.  Frichot,  III.  MET 

INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson,  MET 
John  R.  Hayes,  MD 

ORTHOPEDIC  SURGERY 

T A Balan.  MD.  FAAOS* 

R.  M,  Kamath,  MD,  MS*  (Ortho) 

S.  M.  Waingankar,  MD 

RADIOLOGY  CONSULTANTS 

William  Phillips,  MD" 

Robert  G Wilson,  MD 
Cranfill  K.  Wisdom.  MD 

FAMILY  PRACTICE 

D A Mace,  MD 

OTORHINOLARYNGOLOGY 

UROLOGY 

K T Mosley.  Jr.,  MD 

S,  Rishi,  MD 

N,  M Kotecha,  MD 

GENERAL  SURGERY 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

Frank  H.  Howard,  MET 
Jerold  D Kethley,  MD 

R.  K Mohan,  MD 

David  L McBride,  MET 

W.  J Birney 

Jeffrey  L Wallace.  MD* 

* Board  Certified 

PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastics  Reconstructive  Surgery 
Cosmetic  Surgery 

13313  N.  Meridian,  Buidling  A 405  755-4451  Oklahoma  City,  Oklahoma  73120 

Board  Certified  in  Plastic  Surgery 


OKLAHOMA  HANDc=ip*^-i 
SURGERY  CENTER,  INcTbg  [ 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


LOOKING  FOR 
A REWARDING  PRACTICE? 


DID  YOU  KNOW? 

Lawton,  Oklahoma  has  been  identified  as 
one  of  the  four  metropolitan  areas  in  the 
country  with  the  least  number  of  Physicians 
per  100,000  population. 


DID  YOU  KNOW? 

Southwestern  Hospital  in  Lawton  has  a 
need  for  Family  Practitioners,  Internists, 
Plastic  Surgeons,  Orthopedic  Surgeons, 
Pediatricians  and  Ophthalmologists. 


DID  YOU  KNOW? 

Lawton,  Oklahoma  is  the  third  largest  city  in 
the  State  with  a population  of  85,000  with  a 
medical  service  area  of  175,000. 


Should  you  desire  more  information  about 
Southwestern  Hospital  or  Lawton,  write: 


American  Medical  International,  Inc. 
Mid-Continent  Region 
Physician  Relations  Dpt. 

P.O.  Box  91035 
Houston,  Texas  77291-1035 


Summer  CME  Cruise/Conferences 
on  Legol- Medical 
Issues 


APPROVED  FOR 
24  CME  CREDITS 
CATEGORY  1 

By  th«  Suffolk  Acadomy 
of  Madicina 


The  programs  listed  below  were  scheduled  prior  to 
12/31/80  and  conform  to  IRS  tax  deductibility  re- 
quirements under  Sec.  602  of  the  Tax  Reform  Act  — 
Public  Law  94-445  effective  1/1/77. 

•ALASKAN  CONFERENCE  - July  2-16,  1983. 
Visit  Victoria,  Vancover,  Juneau,  Columbia  and  Mala- 
spina  Glaciers,  Seward. 

•CARIBBEAN  CONFERENCE  - July  27-Aug.  6, 
1983.  Visit  St.  Thomas,  Antigua,  Barbados,  Martin- 
ique, and  St.  Croix. 

MEDITERRANEAN  CONFERENCE  - Aug.  20  - 
Sept.  3,  1983.  Visit  Major  Cities  in  Italy,  Greece, 
Egypt,  Israel,  Turkey,  Yugoslavia. 

*FLY  ROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES  - FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited. 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact: 


International  Conferences 
189  Lodge  Ave. 

Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 
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ALLERGY 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC,  INC 


John  L Davrs,  MD 
3330  N W 56th 

Oklahoma  City,  Oklahoma  73112 
405  843-6619 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catherization,  Aortography  and  Selective  Coronary  Arteriography 
Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
•J  J.  Donnell,  MD  947-2556  'J  L Bressle,  MD  946-0568 

•G.  L.  Honick,  MD  943-8428  A,  F,  Elliott.  MD  943-8421 

A S Dahr,  MD  947-2321 

"Certified  by  the  American  Board  of  Cardiovascular  Disease 
Docfors  Medical  Building 

6'th  Floor  5700  N.W  Grand  Blvd  Oklahoma  City,  Oklahoma  731 12 


OKLAHOMA  ALLERGY  CLINIC.  INC. 


Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


George  S Bozalls,  MDf 
Vernon  D Cushing,  MDf 
George  L.  Winn,  MDt 
Robert  S.  Ellis,  MDf 
Lyle  W Burroughs,  MDt° 


Charles  D.  Haunschild,  MDf' 
James  H Wells,  MDf 
John  R Bozalls,  MDf 
James  D Lakin,  PhD.  MDf 
John  S.  Irons,  MDf 
Warren  V,  Filley.  MD" 


t Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
"Diplomate  American  Board  of  Pediatrics 


Office  Address. 

750  Northeast  13th  Street 
Telephone  405  271-3232 


Mail  Address: 

Post  Office  Box  26827 
Oklahoma  City.  OK  73126 


JAMES  A MURRAY,  MD,  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunotagy 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa.  Oklahoma  74177 


DERMATOLOGY 


RONALD  W GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  of  the  Skin 
632-5565  X-Ray  Therapy  4200  South  Douglas  Avenue 

Oklahoma  City,  Oklahoma  South  Community  Medical  Center 

ROBERT  L.  OLSON.  MD 
Diseases  of  fhe  Skin 

Suite  707  Skin  Cancers  942-8825 

3400  N W Expressway  Oklahoma  City,  Oklahoma  731 12 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C Jack  Young.  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 

CLINIC  BUILDING  3434  N W 56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


ENDOCRINOLOGY  - METABOLISM  - DIABETES 


JOHN  WHITFIELD  DRAKE,  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Baptist  Medical  Center  / 949-3286 

3300  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Endocrinology-Metabolism-Diabetes 
MODHI  GUDE.  MD 

Diplomate  American  Board  of  Internal  Medicine 
Endocrinology  and  Metabolism 

Pasteur  Medical  Building  Suite  549  232-8965 

1111  North  Lee,  Oklahoma  City,  OK  73103  If  no  answer  949-5067 


AEROSPACE  MEDICINE 


CLYDE  A.  LYNN,  BA.  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow,  American  College  of  Preventive  Medicine 
Flight  Surgeon,  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor.  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilofs  Accepted 
1317  Brookhaven  Blvd.  by  Appointment  (405) 

Norman,  OK  73069  _ . . 329-26: 

Senior  Aviation  Medical  Examiner 

FAA  NO.  07448-1 


CARDIOLOGY 


EYE.  EAR,  NOSE  AND  THROAT 

John  W.  Huneke,  MD.  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certifieo  oy  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


STANLEY  R.  McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 

1211  North  Shartel  236-1295 

Oklahoma  City.  Oklahoma 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 


Wm.  Best  Thompson,  MD 

Ronald  H.  White,  MD 

Galen  P Robbins,  MD 

William  J Fors,  MD 

William  S.  Myers,  MD 

W.  H Oehlert,  MD 

Lawrence  M.  Higgs,  MD 

Charles  F.  Bethea,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catherterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City,  Okla  731 12  Telephone  947-3341 


JAMES  L,  DUNAGIN,  JR.,  MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  American  Board  of  Ophfhalmology 
Phone  1 (918)  426-1432  2 Clark  Bass  Boulevard 

Suite  202,  Doctors  Building  McAlester,  Oklahoma  74501 


V.  JERRY  SHEPHERD.  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophfhalmology 
Phone  946-3327 

3400  N.W  56th  St..  Suite  G-2  Oklahoma  City  731 12 


NEUROPSYCHIATRY 


HAROLD  G.  SLEEPER,  MD,  FAPA 
Diplomate  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spencer  Road  Res.  478-2589 

Spencer.  Oklahoma  73084 
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OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


RAYMOND  J.  DOUGHERTY,  MD 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR,,  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


ORTHOPEDICS 


NORMAN  K.  IMES,  MD 
JOHN  A.  JUERS,  MD 
DENNIS  M.  PARKER.  MD 


DON  H O DONOGHUE.  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 


1111  North  Lee 
Oklahoma  City,  OK  73103 
235-8385 


O'Donoghue  Rehabilitation  Institute 
1122  N E 13th  Street 
Oklahoma  City.  OK  73126 
271-3682 


ORTHOPEDIC  SURGERY  AFFILIATES.  INC. 


1044  S W.  44th 

Oklahoma  City.  Oklahoma  73109 
405-631-7444 

Dale  R Butler.  MD,  FACS  G.  David  Casper.  MD 

J A Rosacker,  MD 


JOHN  RAYMOND  STACY,  MD.  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N,W  12th  St.  Oklahoma  City.  Oklahoma  235-6315 


PEDIATRIC  SURGERY 


E Ide  Smith.  MD"  Wm  P.  Tunell.  MD"  James  A.  Carson.  MD" 

940  N.E,  13th  Street 

Oklahoma  City.  Oklahoma  73126  405  271-5922 

"American  Board  of  Surgery  — 

Special  Competence  in  Pediatric  Surgery 


Dipiomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  405  949-9400 

Oklahoma  City.  Oklahoma  73112 


RADIOLOGY 


RADIOLOGY  ASSOCIATES.  INC. 


JAMES  T.  BOGGS.  MD 
ROBERT  SUKMAN.  MD.  FACR 
WILLIAM  R ALBRACHT.  MD 
ROGER  B.  COLLINS.  MD 
GEORGE  BEN  CARTER.  MD 
RICHARD  B.  PRICE.  MD.  FACR.  DABNM 
MICHAEL  A,  SARTIN.  MD 


LINDBERGH  J.  RAHHAL.  MD 
RALF  E TAUPMANN.  MD 
GARY  G ROBERTS.  MD 
JOHN  R OWEN.  MD 
HAROLD  D DAVIDSON.  MD 
JAY  A.  HAROLDS.  MD.  DABNM 


Dipiomates  American  Board  of  Radiobgy 

X-Ray-Diagnosis  including  Ultra  Sonography.  Xeromammography. 
Radiation  Therapy  — Nuclear  Medicine 


204  Medical  Tower  Bldg. 

400  Physicians  Professional  Bldg. 
700  Doctors  Medical  Bldg. 


Baptist  Medical  Center  848-7741 

Bethany  General  Hospital  943-9646 

Deaconess  General  Hospital  946-9923 


SURGERY 


PSYCHIATRY 


LARRY  PRATER.  MD 
Practice  Limited  to  Psychiatry 

Suite  704  Presbyterian  Professional  Building  271-6677 

711  Stanton  L.  Young  Boulevard  Oklahoma  City.  Oklahoma  73104 

PSYCHIATRY 

Charles  E.  Smith.  MD.  FAPA.  FACP 
Robert  J.  Outlaw.  MD.  FAPA 
R.  Murali  Krishna.  MD.  MAPA 

Dipiomates  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
Thurman  E Coburn.  PhD.  Licensed  Clinical  Psychologist 
David  Schwartz.  ACSW.  Clinical  Psychiatric  Social  Worker 
Suite  308  1211  North  Shartel  272-0734 

Physicians  & Surgeons  Building  Oklahoma  City  73103 


PULMONARY  DISEASE 


STEPHEN  N.  ADLER,  MD 
Diplomate 

American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Pulmonary  Medicine  Fiberoptic  Bronchoscopy 

Pulmonary  Function  and  Methacholine  Testing  Lung  Needle  Biopsy 

Pulmonary  Artery  (Swan-Ganz)  Catheterization  Critical  Care  Medicine 

Mercy  Doctors  Tower  4200  Memorial  Road 

Oklahoma  City,  OK  73120  (405)  755-4290 


ROBERT  B.  HOWARD.  MD.  FACS 
Certified  American  Board  of  Surgery 

Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


MICHAEL  E.  REIF.  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City.  OK  73120  After  hours  232-8861 


RECONSTRUCTIVE  AND  PLASTIC  SURGERY 


PARAMJIT  S.  BAJAJ.  MD.  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

235-6671 

Oklahoma  City.  Okla.  73103 


LEONARD  H.  BROWN.  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

6913  S.  Canton  Tulsa.  Oklahoma  74136  492-3964 


1211  N.  Shartel 
Suite  600 
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WILLIAM  J.  FORREST,  MD 


JOSEPH  D,  PARKHURST.  MD 


Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 


7908  N W 23rd  Street  Suite  7 

Bethany,  OK  73008  495-6134 


3400  N-W,  Expressway 


Oklahoma  City 


947-8760 


BARNEY  J.  LIMES,  MD 
Practice  Limited  to  Urology 


HERBERT  M.  KRAVITZ,  MD,  FACS 

Diplomats  Americah  Board  of  Plastic  Surgery 
Reconstructive.  Cosmetic  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


FRED  R.  MARTIN,  MD 

601  St  John's  Doctors  Bldg. 
1705  East  19th  Street 
Tulsa,  Oklahoma  74104 
742-4851 


JOHN  M,  CLARK.  MD 

810  Warren  Professional  Bldg. 
6465  South  Yale  Ave. 
Tulsa.  Oklahoma  74136 
492-6131 


Diplomates  Americah  Board  of  Plastic  Surgery 


UROLOGY 


A,  de  QUEVEDO,  MD,  Ihc. 

Diplomats  of  the  Americah  Board  of  Urology 

Suite  606 

1211  N.  Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 


Physicians  and  Surgeons  Bldg. 
1211  N.  Shartel 
Oklahoma  City 
Phone  235-0315 


GENE  T.  BAUMGARNER,  MD,  FACS 
Diplomale  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 

Oklahoma  City,  Oklahoma  73120  405  755-3723 


Professional  Card  listings  are  available  to 
Members. 

They  are  sold  in  vertical  increments 
of  one-half  inch, 
at  the  rate  of 
$50.00  per  year. 


Z 

CA) 


OKLAHOMA 


OS 

PC 


CLINIC 


Oklahoma  Spine/Pain  Clinic 


Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  Of  the  AMERICAN  BOARD 
Of  UROLOGY 

DISEASES  Of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3113  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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PM 
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AM 

to 

12:00  Noon 

12:30  PM  to  2:30  PM 
2:30  PM 

Saturday,  May  7 
8:00  AM  to  1:30  PM 
8:45  AM  to  10:00  AM 


10:30  AM 


Auxiliary  Hospitality  — Gilcrease  Room 
Auxiliary  Registration  — Hotel  Lobby 
Nurses  Loan  Fund  — President’s  Suite 
Long-Range  Planning  — President’s  Suite 
Pre-Convention  Board  Meeting — President’s  Suite 
Joint  Board  Luncheon — Special  Guest,  Betty  Payne 
Council  Oak  Room 

"Treatment  of  the  Abused  Child  and  Sexually 

Abused  Teenager”,  Cheryl  Kelly  and  Mary-Lincoln  Beilke 
"Drinking,  Driving  and  Teenagers”,  Judy  Wenger  and 
Hazel  Vammen — Both  programs,  Gilcrease  Room 

Auxiliary  Hospitality  — Gilcrease  Room 

Auxiliary  Past  Presidents’  Breakfast — Westminster  Room 

Auxiliary  Registration  — Hotel  Lobby 

Auxiliary  Credentials  Check — Pre-Function  Area 

Jack  Riley,  Bronze  Exhibit,  check  with  Gilcrease  Room 

Auxiliary  House  of  Delegates  & Installation 

of  Officers,  AMA  Auxiliary  President  Betty  Payne, 

Special  Guest,  Manchester /Geneva  Room 
Auxiliary  Luncheon — "Color  Me  Beautiful”  Seminar 

Barbara  Hess  & Ginger  Wieding — Gilcrease  Museum 
Tour  — Gilcrease  Museum 

Auxiliary  Hospitality  — Gilcrease  Room 
Impaired  Physician  Program,  G.  Douglas  Talbott,  MD, 
Director  Impaired  Physicians  Rehabilitation  Program 
Council  Oak  Room 

Auxiliary  Post-Convention  Board  Meeting 
President’s  Suite 


OTHER  ACTIVITIES 


Thursday,  May  5 
9:30  AM 
10:00  AM 

11:00  AM 


Friday,  May  6 
9:30  AM 

10:00  AM 
10:30  AM 

Saturday,  May  7 
10:00  AM 


Women’s  Tennis  Tournament — Philcrest  Tennis  Club 
"Desserts  Are  Still  Fun  in  a Weight  Conscious  World” 

Judy  Miller 

"The  Flea  Market  Shopper”,  Mary  Ann  Harmon  & Margaret 
Ketchum — Both  programs,  Gilcrease  Room 

"An  Effective  Exercise  Program”,  Kim  Elliott,  Director, 
Hillcrest  Exercise  & Lifestyle  Program  (HELP) 

Aerobics  Demonstration,  Nancy  Paul 

"Calorie  Requirements  of  Normal  & Obese  Patients,” 

Steven  Newmark,  MD  — Remington  Room 

Tours:  Shopping — Tulsa  Flea  Market,  ORU  City  of  Faith 


Please  pre-register  early  so  we  can  make  our  plans.  You  must  pre-register  for  Pre-Convention 
Luncheon  and  "Color  Me  Beautiful”  Seminar,  because  of  a limited  number  of  seats. 
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San  Bernadino  County,  California,  has  pub- 
lished a 500-page,  two-volume  report  designed 
to  provide  employers  with  a valid  and  reliable 
method  of  determining  and  assessing  the  phys- 
ical demands  and  working  conditions  of  physi- 
cally demanding  jobs.  Titled  The  Medical 
Standards  Project,  the  report  includes  a 
complete  set  of  medical  standards  for  use  by 
physicians  who  conduct  preemployment  or  in- 
service  examinations.  Copies  are  available  at 
$35  each  from  San  Bernadino  County,  Person- 
nel Division,  157  West  Fifth  Street,  San  Ber- 
nadino, California  92415. 

April  is  Cancer  Control  Month,  and  Ameri- 
can Cancer  Society  volunteers  will  be  dis- 
tributing important  life-saving  information 
about  cancer  safeguards  and  warning  signals 
throughout  Oklahoma  County.  The  week  of 
April  18  is  the  week  of  the  American  Cancer 
Society  Residential  Crusade.  Donations  from 
the  crusade  will  be  used  for  research,  service 
and  rehabilitation,  and  public  and  professional 
education  programs. 

The  number  of  US  physicians  is  increasing 
faster  than  the  population  at  large.  Between 
1976  and  1981,  the  number  of  physicians  in- 
creased 18.5%,  while  the  US  population  in- 
creased 5.4%.  As  a result,  the  population-to- 
physician  ratio  has  decreased  11.0%  since  1976 
and  2.6%  from  1980  to  1981,  according  to  fig- 
ures from  the  AMA  Physician  Masterfile.  At 
the  end  of  1981,  there  were  485,123  medical 
doctors,  230.5  million  people,  and  an  average  of 
210.4  physicians  for  every  100,000  population. 
Of  the  485,123  physicians,  80.2%  were  engaged 
in  direct  patient  care  activities.  Forty-four  per- 
cent of  all  practicing  physicians  were  in  prim- 
ary care.  Women  and  foreign  medical 
graduates  made  up  12.2%  and  21.2%  of  the 
physician  population,  respectively. 


Thirty-one  states  will  have  additional  AMA 
delegates  this  year.  Based  on  1982  member- 
ship figures  for  physicians,  residents,  and  stu- 
dents, the  total  count  increased  by  45  delegates 
over  last  year.  One  additional  delegate  seat 
will  be  allocated  to  the  state  of  Oklahoma;  this 
seat  will  be  filled  by  a delegate  selected  by  the 
OSMA  House  of  Delegates  during  the  1983  an- 
nual meeting  in  May. 

The  American  Society  of  Internal 
Medicine  (ASIM)  has  published  an  updated 
brochure  reflecting  changes  in  Medicare  law 
for  1983.  The  brochure  titled  Medicare:  What 
It  Will  and  Will  Not  Pay  For,  has  been  called 
by  the  Health  Care  Financing  Administration 
one  of  the  clearest  explanations  of  the  federal 
health  insurance  program  for  the  aged. 

The  brochure  explains  what  Medicare  is,  who 
is  eligible,  and  how  to  claim  benefits;  specifies 
benefits  and  exclusions  under  both  Medicare 
Part  A (hospital)  and  Medicare  Part  B (medi- 
cal) insurance;  and  explains  a physician’s 
"reasonable  charge”  and  the  right  of  appeal.  To 
order,  send  a check  or  money  order  for  $20  per 
100  copies,  $90  per  500  copies,  or  $180  per 
1,000  copies  to  ASIM  Literature  Orders,  Dept. 
83,  1101  Vermont  Avenue,  NW,  Suite  500, 
Washington,  DC  20005. 

The  Milton  H.  Erickson  Foundation  is 

sponsoring  the  Second  International  Congress 
on  Ericksonian  Approaches  to  Hypnosis  and 
Psychotherapy  on  November  30-December  4, 
1983,  in  Phoenix,  Arizona.  This  clinically 
oriented  meeting  features  half-day  workshop, 
demonstration,  presentations,  papers,  panels, 
and  discussions  of  videotapes  of  Milton  H. 
Erickson,  MD.  The  program  is  approved  for 
AMA  Category  One  CME  credit.  For  informa- 
tion contact  Jeffrey  K.  Zeig,  PhD.,  Milton  H. 
Erickson  Foundation,  3606  North  24th  Street, 
Phoenix,  Arizona  85020,  (602)  956-6196.  □ 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmanc 


Jlurazepam  HCI/Roche 

15-mg/30-mg  capsules 


References:  1.  Kales  A et  at:  J Clin  Pharmacol  17:207- 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann  La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Cun  Ther  Res 
13:18-22,  Jan  1971.  4.  Kales  A et  at:  JAMA  24/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1:6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:5A\-SA6,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ. 

Dalmane*  (£ 

(flurazepam  HCI/Roche) 

Before  prescribing,  piease  consuit  compiete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hc^zardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  doscige. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported;  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurcize- 
pam  HCI. 
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Contemporary  HypnoticTherapy  \ 


Dalmane*  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sle^  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights 
•Seldom  produces  morning  hangover.^ 
•Avoids  rebound  insomnia  when 
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therapy  is  discontinued.'  "'^ 


15-mg/30-mg  capsules 


ROCHE  ^ Roche  Products  Inc. 

Manali,  Puerto  Rico  00701 

S' 

Copyright  C 1983  by  Roche  Products  Inc.  .All  rights  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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The  High  Altitude 
Costs  of  "Claims 
Made”  Insurance 


A “Claims  Made”  malpractice  policy  is  designed 
to  rise  in  price  like  a hot  air  balloon. 


So  the  probabilities  are  sky  high  that  in  the  long  run  you’ll  pay  much  more  for  your  coverage 
if  you  make  a switch  from  PLICO  to  the  new  “Claims  Made”  competitor  now  soliciting  Oklahoma 
physicians. 

The  low  first-year  cost  of  their  balloon-like  policy  is  doubled  by  inflation  in  the  second  year, 
followed  by  an  approximate  50  percent  expansion  in  the  third  year  and  still  more  increases  are 
pumped  in  during  the  fourth  and  fifth  years.  All  of  these  step-rated  increases  are  compounded 
to  the  point  where  your  fifth  year  premium  will  be  three  to  four  times  larger  than  the  inviting  first- 
year  cost  of  this  “Claims  Made”  policy. 

PLlCO’s  premiums  feature  down-to-earth  stability.  Your  cost-conscious  Board  of  Directors  has 
managed  to  keep  PLlCO’s  rates  essentially  unchanged  over  a four-year  period  — even  during 
a time  of  record  high  general  inflation. 

By  using  the  current  rates  of  both  carriers,  and  by  assuming  the  same  relative  performance  over 
the  next  five  years,  we  can  easily  demonstrate  the  folly  of  giving  any  consideration  to  our  com- 
petitor’s product. 

If  you’re  a general  surgeon,  for  example,  over  a 5-year  period  you’ll  pay  PLlCO’s  competitor 
a whopping  total  premium  of  $32,151  for  a $1,000,000  professional  liability  insurance  policy. 
Yet  PLICO  charges  only  $18,685  for  the  same  coverage  limit  over  the  same  time  frame. 

So  on  the  bottom  line  we  find  that  PLICO  saves  you  $13,446  — which  is  enough  pocket  change 
to  buy  your  wife  a new  Buick ...  or  enough  to  bankroll  your  daughter’s  wedding ...  or  enough 
to  make  a substantial  down  payment  on  that  special  little  place  by  a placid  lake . . . or  enough  to 
buy  10,773  Big  Macs  for  your  kids  and  several  armies  of  their  friends. 

And  with  sweepstakes  savings  like  these  coming  your  way  through  PLlCO’s  frugal  operations, 
it  goes  without  saying  which  company  you  should  choose  as  your  malpractice  carrier. 

You’ll  make  the  right  decision  — or  our  name  isn’t  PLICO! 


THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P.O.  Box  18171  • Oklahoma  City,  OK  73154  • 405/843-0215 
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Medical  and  Research  Center  • Tulsa,  OK  74136 
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ANESTHESIOLOGY 
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Betty  L.  Grundy,  MD 
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CITY  OF  FAITH  CLIINIC 

Robert  J.  Bliss,  MD 
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UROLOGY 
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Jasper  L.  McPhail,  MD 

PEDIATRICS 

GENERAL  PEDIATRICS  AND 
/VDOLESCENT  MEDICINE 

Lynnette  L.  Calvert,  MD 
Mona  S.  Mange,  MD 
Carl  E.  Pfanstiel,  Jr.,  MD 
David  I.  Schrum,  MD 

PEDIATRIC  CARDIOLOGY 
Marion  K.  Ledbetter,  MD 
PEDIATRIC  GASTROENTEROLOGY 
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Pslephone  consultations  day  or  night  • (918)  493-1000 


AMA 
Hospital 
iHedical  Staff 
Members: 


Strengthen  Your  Role 
In  Decision-Making... 
Influence  AMA  Policy! 


As  a Hospital  Medical  Staff  Representative,  you  should  plan  now  to 
attend  this  four-day  AMA  Hospital  Medical  Staff  Section  Assembly 
Meeting.  You  will  have  an  opportunity  to  contribute  to  the  decision- 
making process  and  participate  in  developing  policy  that  will  ad- 
dress the  issues  and  concerns  of  physicians  on  hospital  staffs. 

The  AMA  Hospital  Medical  Staff  Section  will  provide  representa- 
tives from  hospital  medical  staffs  with  a forum  to  discuss  common 
problems  and  changes  in  Physician-Hospital  Relations,  and  a di- 
rect voice  in  policies  being  considered  by  the  American  Medical 
Association. 

Group  sessions  will  be  conducted  on  various  topics  of  interest  to 
hospital  medical  staff  members.  Potential  issues  for  discussion 
include:  medical  staff  representation,  staff  privileges,  and  overall 
relationships  between  physicians  and  hospitals. 


Here’s  your  opportunity  to  effect  change.  For  information  contact  the 
AMA  Department  of  Hospital  Medical  Staff  Services  at  (312)  751-6476. 
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stormy 

Weather 


Let  Ru-Tuss®  Help  Your 
“Stormy”  Patient 
Come  Closer  to  Spring 

Prompt,  effective  treatment  with  Ru-Tuss® 
tablets  offers  welcome  relief  to  winter- 
cold  patients.  Ru-Tuss®  tablets  ease  con- 
gestion, relieve  respiratory-tract  itch  and 
the  need  to  sneeze. 


RU-TUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine 
Hydrochloride  25  mg  • Phenylpropanolamine  Hydrochlo- 
ride 50  mg  • Chlorpheniramine  Maleate  8 mg  • Hyoscy- 
amine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  mg 

• Scopolamine  Hydrobromide  0.01  mg  • Each  Ru-Tuss® 
tablet  acts  continuously  for  10  to  12  hours. 

• vasoconstrictor,  antihistaminic  actions 

• rapid  and  prolonged  relief  of  nasal  and 
sinus  congestion 

• convenient  b.i.d.  dosage 


BOOTS  WEATHER  SERVICE 

As  a personal  service  from  Boots: 

A weather  forecast  for  anywhere  in 
North  America,  individually  provided 
by  a professional  meteorologist.  See 
your  Boots  representative  for  toll  free 
access. 


e Boots  Pharmaceuticals,  Inc. 

Shreveport.  LA  71 106 

Pioneers  in  medicine  for  the  family 

Brief  Summary  of  Prescribing  Information  (see  attached) 


Brief  Summary  of  prescribing  information 

RU-TUSS® 

TABLETS 

INDICATIONS  AND  USAGE:  Ru-Tuss  Tablets 
provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory 
trsct  tissu0s 

CONTRAINDICATIONS:  Hypersensitivity  to  anti- 
histamines or  sympathomimetics.  Ru-Tuss  Tablets 
are  contraindicated  in  children  under  12  years  of 
age  and  in  patients  with  glaucoma,  bronchial 
asthma  and  women  who  are  pregnant.  Concomi- 
tant use  of  MAO  inhibitors  is  contraindicated. 
WARNINGS:  Ru-Tuss  Tablets  may  cause  drowsi- 
ness. Patients  should  be  warned  of  possible, 
additive  effects  caused  by  taking  antihistamines 
with  alcohol,  hypnotics,  sedatives  or  tranquilizers. 
PRECAUTIONS:  Ru-Tuss  Tablets  contain  bella- 
donna alkaloids,  and  must  be  administered  with 
care  to  those  patients  with  urinary  bladder  neck 
obstruction.  Caution  should  be  exercised  when 
Ru-Tuss  Tablets  are  given  to  patients  with  hyper- 
tension, cardiac  or  peripheral  vascular  disease  or 
hyperthyroidism.  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery 
(See  WARNINGS:). 

OVERDOSAGE:  Since  the  action  of  sustained 
release  products  may  continue  for  as  long  as  1 2 
hours,  treatment  of  overdoses  directed  at  revers- 
ing the  effects  of  the  drug  and  supporting  the 
patient  should  be  maintained  for  at  least  that 
length  of  time.  Saline  cathartics  are  useful  for 
hastening  evacuation  of  unreleased  medication. 
In  children  and  infants,  antihistamine  overdosage 
may  produce  convulsions  and  death. 

ADVERSE  REACTIONS:  Hypersensitivity  reac- 
tions such  as  rash,  urticaria,  leukopenia  agranu- 
locytosis, and  thrombocytopenia  may  occur.  Other 
adverse  reactions  to  Ru-Tuss  Tablets  may  be 
drowsiness,  lassitude,  giddiness,  dryness  of  the 
mucous  membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary  frequency 
and  dysuria,  palpitation,  tachycardia,  hypoten- 
sion/hypertension, faintness,  dizziness,  tinnitus, 
headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epi- 
gastric distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may 
cause  tachypnea,  delirium,  fever,  stupor,  coma 
and  respiratoryfailure. 

DOSAGE  AND  ADMINISTRATION:  Adults  and 
children  over  12  years  of  age,  one  tablet  morn- 
ing and  evening.  Not  recommended  for  children 
under  12  years  of  age.  Tablets  are  to  be  swal- 
lowed whole. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 


Boots  Pharmaceuticals,  Inc. 

Shreveport  LA  71 106 

Pioneers  in  medicine  for  the  family 


Candidates 

for 

nutritional 

therapy... 


25,500,000  geriatric  patients. 

The  older  patient  may  have  some  disorder  or 
socioeconomic  problem  that  can  undermine 
good  nutrition.* 


Berocca  Plus.  A balanced  formula 
for  prophylactic  or  therapeutic 
nutritional  supplementation  . Berocca  Plus 
Tablets  provide:  therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supplemental  levels  of 
biotin,  vitamins  A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese,  copper  and  zinc); 
plus  magnesium.  Berocca  Plus  is  not  intended  for 
the  treatment  of  specific  vitamin  and/or  mineral 
deficiencies. 


RxONLY 


...candidates 

for 

Berpcca 

PIUS"® 

THE  MUtnVITAMIN/MINERAL  FORMULATION 


'Watkin  DM:  Nutrition  for  the  aging  and  the  aged.  chap.  28,  in  Modern 
Nutrition  in  Health  and  Disease,  edited  by  G(X)dhart  RS.  Shils  ME, 
Philadelphia.  Lea  & Febiger.  1980,  p.  781. 

Please  see  summary  of  product  information  on  reverse 
Copyright  © 1983  by  Hoffmann-La  Roche  Inc.  All  rights 


Optimize  nutritional  support  with 


RxONiy 


Becocca 

pJy^TAaos 

THE  MUlIMTAMIN/MINERALroRMULATlON 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Each  Berocca*  Plus  tablet  contains  5CXX)  lU  vitamin  A (as  vitamin  A 
acetate),  30  ID  vitamin  E (as  cfZ-alpha  tocopheryl  acetate),  500  mg 
vitamin  C (ascorbic  acid),  20  mg  vitamin  B,  (as  thiamine  mononi- 
trate), 20  mg  vitamin  B2  (riboflavin),  100  mg  niacin  (as  niacinamide), 
25  mg  vitamin  Bg  (as  pyridoxine  HCI),  0.15  mg  biotin,  25  mg  panto- 
thenic acid  (as  calcium  pantothenate),  08  mg  folic  acid,  50  meg 
vitamin  B,2  (cyarxxiobalamin),  27  mg  iron  (as  ferrous  fumarate), 

0.1  mg  chromium  (as  chromium  nitrate),  50  mg  magnesium  (as 
magnesium  oxide),  5 mg  manganese  (as  manganese  dioxide), 

3 mg  copper  (as  cupric  oxide),  22.5  mg  zinc  (as  zinc  oxide). 
INDICATIONS:  Prophylactic  or  therapeutic  nutritional  supplementa- 
tion in  physiologically  stressful  conditions,  including  conditions  caus- 
ing depletion,  or  reduced  absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions  resulting  from  severe 
B- vitamin  or  ascorbic  acid  deficiency;  or  conditions  resulting  in 
increased  needs  for  essential  vitamins  and  minerals. 
CONTRAINDICATIONS:  Hypersensitivity  to  any  component 
WARNINGS:  Not  for  pernicious  anemia  or  other  megaloblastic  ane- 
mias where  vitamin  B,2  is  deficient  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  remission  of  anemia,  in 
patients  with  vitamin  B,2  deficiency  who  receive  supplemental  folic 
acid  and  who  are  inadequately  treated  with  B,2- 
PRECAUTIONS:  General  Certain  conditions  may  require  additional 
nutritional  supplementation  During  pregnancy,  supplementation  with 
vitamin  D and  calcium  may  be  required.  Not  intended  for  treatment 
of  severe  specific  deficiencies.  Information  tor  the  Patient  Toxic 
reactions  have  been  reported  with  iniudicious  use  of  certain  vitamins 
and  minerals.  Urge  patients  to  follow  specific  dosage  instructions. 
Keep  out  of  reach  of  children.  Drug  and  Treatment  Interactions:  As 
little  as  5 mg  pyridoxine  daily  can  decrease  the  efficacy  of  levodopa 
in  the  treatment  of  parkinsonism.  Not  recommended  lor  patients 
undergoing  such  therapy 

ADVERSE  REACTIONS:  Adverse  reactions  have  been  reported 
with  specific  vitamins  and  minerals,  but  generally  at  levels  substan- 
tially higher  than  those  in  Berocca  Plus.  However,  allergic  and  idio- 
syncratic reactions  are  possible  at  lower  levels,  iron,  even  at  the 
usual  recommended  levels,  has  been  associated  with  gastrointes- 
tinal intolerance  in  some  patients. 

DOSAGE  AND  ADMINISTRATION:  Usual  adult  dosage,  one  tablet 
daily  Not  recommended  for  children  Available  on  prescription  only. 
HOW  SUPPLIED:  Golden  yellow,  capsule-shaped  tablets — bottles 
of  100. 


ROCHE  LABORATORIES 
Division  of  Hofimann-La  Roche  Inc 
Nutiey.  New  Jersey  071 10 
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BRIEF  SUMMARY 

PROCARDIA"  inifedipinei  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospaslii:  Angina:  PROCARDIA  (niledipinel  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  Py  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  al  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme  or  31  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clmical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  lor 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  caonot  tolerate  those  agents 

in  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  beeh  effective  in  controlled 
Inals  of  up  to  eight  weeks  duration  m reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safely  in  those  patients  are 
incomplete 

Controlled  studies  m small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  I 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiusiment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  fentanyl,  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and 
if  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  lor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  m a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  light  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS  General  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patiehts  whose  angina  is  complicated  by  congestive  heart  failure  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  m a non-comparative  clinical  trial  has  shown  that  cohcomitant  admimstratioh 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  aniianginal  ettectivehess  of  this  combmalioh 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45“o  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  corohary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  ad|ust- 
ing.  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digilalization 

Carcinogenesis  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicitv  m rats,  mice  and  rabbits,  and  abnormalities  m monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10°o  of  pa- 
fients  transient  hypotension  in  about  5%.  palpitation  in  about  2“o  and  syncope  in  about  0 5°o 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea  nasal  and  chest  congestion,  diarrhea  constipation  inflammation,  loint  stiffness,  shaki- 
ness.  sleep  disturbances  blurred  vision,  difficulties  in  balance  dermatitis  pruritus  urticaria  fe- 
ver sweating  chills,  and  sexual  difficulties  Very  rarely  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  m anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  m these  patients  It  remains  possible  however  that  some  or  maoy  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4°.o  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  m about  2°o  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5°o  ot  patients 

Laboratory  Tests:  Rare,  mild  to  moderate  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seeh  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  ot  nifedipine  therapy  The  relatiohship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abhormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  m the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orahge  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66)  300  (NDC  0069- 
2600-72)  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  fo  77  F ( 15  to  25  C)  in  the  man- 
ufacturer's original  container 
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Brief  Summary  of  prescribing  information 

RU-TUSS® 

TABLETS 

INDICATIONS  AND  USAGE:  Ru-Tuss  Tablets 
provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory 
trsct  tissu0s 

CONTRAINDICATIONS:  Hypersensitivity  to  anti- 
histamines or  sympathomimetics.  Ru-Tuss  Tablets 
are  contraindicated  in  children  under  12  years  of 
age  and  in  patients  with  glaucoma,  bronchial 
asthma  and  women  who  are  pregnant.  Concomi- 
tant use  of  MAO  inhibitors  is  contraindicated. 
WARNINGS:  Ru-Tuss  Tablets  may  cause  drowsi- 
ness. Patients  should  be  warned  of  possible- 
additive  effects  caused  by  taking  antihistamines 
with  alcohol,  hypnotics,  sedatives  or  tranquilizers. 
PRECAUTIONS:  Ru-Tuss  Tablets  contain  bella- 
donna alkaloids,  and  must  be  administered  with 
care  to  those  patients  with  urinary  bladder  neck 
obstruction.  Caution  should  be  exercised  when 
Ru-Tuss  Tablets  are  given  to  patients  with  hyper- 
tension, cardiac  or  peripheral  vascular  disease  or 
hyperthyroidism.  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery 
(See  WARNINGS:). 

OVER  DOSAGE:  Since  the  action  of  sustained 
release  products  may  continue  for  as  long  as  1 2 
hours,  treatment  of  overdoses  directed  at  revers- 
ing the  effects  of  the  drug  and  supporting  the 
patient  should  be  maintained  for  at  least  that 
length  of  time.  Saline  cathartics  are  useful  for 
hastening  evacuation  of  unreleased  medication. 
In  children  and  infants,  antihistamine  overdosage 
may  produce  convulsions  and  death. 

ADVERSE  REACTIONS:  Hypersensitivity  reac- 
tions such  as  rash,  urticaria,  leukopenia  agranu- 
locytosis, and  thrombocytopenia  may  occur.  Other 
adverse  reactions  to  Ru-Tuss  Tablets  may  be 
drowsiness,  lassitude,  giddiness,  dryness  of  the 
mucous  membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary  frequency 
and  dysuria,  palpitation,  tachycardia,  hypoten- 
sion/hypertension, faintness,  dizziness,  tinnitus, 
headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epi- 
gastric distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may 
cause  tachypnea,  delirium,  fever,  stupor,  coma 
and  respiratoryfailure. 

DOSAGE  AND  ADMINISTRATION:  Adults  and 
children  over  1 2 years  of  age,  one  tablet  morn- 
ing and  evening.  Not  recommended  for  children 
under  1 2 years  of  age.  Tablets  are  to  be  swal- 
lowed whole. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 
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Candidates 

for 

nutritional 

therapy... 

25,500,000  geriatric  patients. 

The  older  patient  may  have  some  disorder  or 
socioeconomic  problem  that  can  undermine 
good  nutrition.* 


Berocca  Plus.  A balanced  formula 
for  prophylactic  or  therapeutic 
nutritional  supplementation  . Berocca  Plus 
Tablets  provide:  therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supplemental  levels  of 
biotin,  vitamins  A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese,  copper  and  zinc); 
plus  magnesium.  Berocca  Plus  is  not  intended  for 
the  treatment  of  specific  vitamin  and/or  mineral 
deficiencies. 


...candidates 

for 

“Berpcca 

Plus*” 

THE  MULTIVrrAMIN/MINERAL  FORMULATION 


•Watkin  DM;  Nutrition  for  the  aging  and  the  aged.  chap.  28.  in  Modern 
Nutrition  in  Health  and  Disease,  edited  by  Goodhart  RS.  Shils  ME; 
Philadelphia.  Lea  & Febiger.  1980.  p.  781. 

Please  see  summary  of  product  information  on  reverse  page  < ROCHE 
Copyright  €)  1983  by  Hoffmann-La  Roche  Inc  All  rights  reserved^ 


Optimize  nutritional  support  with 

“Berpcca 

PiUS™^ 

M MUinVITAMIN/MINERAL  RDRMULATON 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 

Each  Berocca*  Plus  tablet  contains  50CX)  lU  vitamin  A (as  vitamin  A 
acetate),  30  lU  vitamin  E (as  cf/-alpha  tocopheryl  acetate),  500  mg 
vitamin  C (ascorbic  acid),  20  mg  vitamin  B,  (as  thiamine  mononi- 
trate), 20  mg  vitamin  B^  (riboflavin),  100  mg  niacin  (as  niacinamide), 
25  mg  vitamin  Bg  (as  pyridoxine  HCI),  015  mg  biotin,  25  mg  panto- 
thenic acid  (as  calcium  pantothenate),  08  mg  folic  acid,  50  meg 
vitamin  B,j  (cyanocobalamin),  27  mg  iron  (as  ferrous  fumarate), 

01  mg  chromium  (as  chromium  nitrate),  50  mg  magnesium  (as 
magnesium  oxide),  5 mg  manganese  (as  manganese  dioxide), 

3 mg  copper  (as  cupric  oxide),  22.5  mg  zinc  (as  zinc  oxide). 
INDICATIONS:  Prophylactic  or  therapeutic  nutritional  supplementa- 
tion in  physiologically  stressful  conditions,  including  conditions  caus- 
ing depletion,  or  reduced  absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions  resulting  from  severe 
B- vitamin  or  ascorbic  acid  deficiency;  or  conditions  resulting  in 
increased  needs  for  essential  vitamins  and  minerals. 
CONTRAINDICATIONS;  Hypersensitivity  to  any  component. 
WARNINGS:  Not  for  pernicious  anemia  or  other  megaloblastic  ane- 
mias where  vitamin  B,^  is  deficient  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  remission  of  anemia,  in 
patients  with  vitamin  B,^  deficiency  who  receive  supplemental  folic 
acid  and  who  are  inadequately  treated  with  B,2. 

PRECAUTIONS:  General:  Certain  conditions  may  require  additional 
nutritional  supplementation.  During  pregnancy,  supplementation  with 
vitamin  D and  calcium  may  be  required  Not  intended  for  treatment 
of  severe  specific  deficiencies.  Inlormalion  for  the  Patient  Toxic 
reactions  have  been  reported  with  injudicious  use  of  certain  vitamins 
and  minerals.  Urge  patients  to  follow  specific  dosage  instructions. 
Keep  out  of  reach  of  children.  Drug  and  Treatment  Interactions:  As 
little  as  5 mg  pyridoxine  daily  can  decrease  the  efficacy  of  levodopa 
in  the  treatment  of  parkinsonism  Not  recommended  for  patients 
undergoing  such  therapy. 

ADVERSE  REACTIONS:  Adverse  reactions  have  been  reported 
with  specific  vitamins  and  minerals,  but  generally  at  levels  substan- 
tially higher  than  those  in  Berocca  Plus,  However,  allergic  and  idio- 
syncratic reactions  are  possible  at  lower  levels.  Iron,  even  at  the 
usual  recommended  levels,  has  been  associated  with  gastrointes- 
tinal intolerance  in  some  patients. 

DOSAGE  AND  ADMINISTRATION:  Usual  adult  dosage:  one  tablet 
daily.  Not  recommended  for  children  Available  on  prescription  only 
HOW  SUPPLIED:  Golden  yellow,  capsule-shaped  tablets — bottles 
of  100. 
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BRIEF  SUMMARY 

PROCARDIA  ■ (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nitedipme)  is  indicated  lor  the 
management  ol  vasospastic  angina  conlirmed  by  any  of  the  lollowing  criteria  1 1 classical  pattern 
ol  angina  al  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3)  angiograptncally  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adeguate  doses  of  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Ettort-Associaled  Angina):  PROCARDIA  is  indicated  lor 
the  management  of  chronic  stable  angina  letfort-associaled  anginal  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (etiort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  m reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ol  patients  suggest  concomitant  use  ol  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypolension  can  occur  from  the  combined  ettects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension;  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ol 
subsequent  upward  dosage  adjustment  and  may  be  more  likely  m patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  wdh  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  lentanyl  anesthesia  The  interaction  with  high  dose  tenlanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROtiARDIAalOhe  with  low  doses  ol  tenlanyl  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ol  these  potential  problems  and 
'I  the  patient  s condition  permits  sufficient  time  (at  least  36  hours)  should  be  allowed  lor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  al  the  time  of  dosage  increases  The  mech- 
anism ol  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rale  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Bela  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ol  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  d by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ol 
increased  angina  m a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  light  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS:  General:  Hypolension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
ol  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  In  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PR0()aRDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparalive  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure  severe  hypotension  or  exacerbation  ol  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ol  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45°o  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ol  patients  with 
elevated  digoxin  levels  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating  adjust- 
ing and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  m 
rats  embryotoxicdy  m rats,  mice  and  rabbits,  and  abnormalities  m monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema  nausea  weakness,  headache  and  flushing  each  occurring  in  about  10%  ol  pa- 
tients, transient  hypotension  in  about  5%.  palpitation  m about  2%  and  syncope  in  about  0 5°« 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  loint  stiffness,  shaki- 
ness.  sleep  disturbances  blurred  vision,  difficulties  in  balance  dermatitis  pruritus  urticaria  fe- 
ver swearing  chills  and  sexual  difficulties  Very  rarely  introduction  of  PR()CARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  ih  these  patients  It  remains  possible  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  m about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  m about  2°o  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  fhan  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  ol  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  ol  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ol  gall  bladder 
disease  after  about  eleven  months  ol  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  nifedipine 
PROCARDIA  CAPSULES  are  supplied  m bottles  of  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72).  and  unit  dose  (10x10)  INDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77T  (15  to  25  C)  m the  man- 
ufacturer s original  container 

More  detaileil  protessional  inlormalion  available  on  request 

LABORATORIES  DIVISION 
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7 can  do  things  that  I 
couIdntdofor3yrs  including 
joining  the  human  race  again” 


Ouotes  from  an  unsolicited  ^ 
etter  received  by  P^r  from  an 
angina  patient. 

\\itile  this  patients  er^rmence, 
IS  tepresentative  of  many 
u n'sdicited  comments  received, 
net  a 'i  patients  will  respond  to 
" -dS  nor  will  they  all  ^ 
'■esDond  tc  T*^samede^rce 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA [*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 


"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets, ^ doing  more,  and  being  more 
productive  once  again. 


Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%). 


for  the  varied  faces  of  angina 


Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component. 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


(NIFEDIPINE) 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


Bsctrim  attscks  the 


(trimethoprim  and  sulfamethoxazole/Roche) 


Bactrim  concentrates  in  serum 
and  penetrates  sputum 


»f  chronic  bronchitis* 


even 


tacks  H.  influenzae 
ampicillin-resistant  strains 


Bactrim  clears  sputum  of 
susceptible  bacteria 

In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  5.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens/^  One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens. ^ 
Bactrim  is  effective  in  vitro  against  most 
strains  of  both  5.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated.*' 


Bactrim  reduces  coughing 
and  sputum  production 


In  three  double-blind  comparisons 
with  ampicillin  q.i.d.,  Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters.’”  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  700  patients.'*’  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 

References:  1.  Hughes  DTD,  Bye  A,  Hodder  P:  Adv  Antimi- 
crob  Antineoplastic  Chemother  HZ.WQS-WQb.  1971.  2.  Jordan 
GW  etal:  Can  Med  Assoc  J I12-.9\S-95S,  Jun  14,  1975.  3.  Beck 
H,  Pechere  JC:  Prog  Antimicrob  Anticancer  Chemother  /;663- 
667,  1969.  4.  Quintiliani  R:  Microbiological  and  therapeutic 
considerations  in  exacerbations  of  chronic  bronchitis,  in 
Chronic  Bronchitis  and  Its  Acute  Exacerbations:  Current  Diag- 
nostic and  Therapeutic  Concepts:  Princeton  Junction,  NJ,  Com- 
munications Media  for  Education,  Inc.,  1980,  pp.  9-12. 

5.  Schreiner  A et  al:  Infection  6(2):54-56,  1978.  6.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  7.  Chodosh  S:  Treatment 
of  acute  exacerbations  of  chronic  bronchitis:  results  of  a double- 
blind crossover  clinical  trial,  in  Chronic  Bronchitis  and  Its  Acute 
Exacerbations:  Current  Diagnostic  and  Therapeutic  Concepts. 
Op.  cit.,  pp.  15-16.  8.  Chervinsky  P:  Double-blind  clinical  com- 
parisons between  trimethoprim-sulfamethoxazole  (Bactrim'") 
and  ampicillin  in  the  treatment  of  bronchitic  exacerbations. 
Ibid.,  pp.  17-18.  9.  Dulfano  MJ:  Trimethoprim-sulfamethoxa- 
zole vs.  ampicillin  in  the  treatment  of  exacerbations  of  chronic 
bronchitis.  Ibid.,  pp.  19-20.  10.  Medici  TC:  Trimethoprim-sulfa- 
methoxazole (Bactrim'")  in  treating  acute  exacerbations  of 
chronic  bronchitis:  summary  of  European  clinical  experience. 
Ibid.,  pp.  13-14. 


b.i.d. 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/RocheJ 


•Due  to  susceptible  organisms.  Please  .see  next  page  for  summary  of  product  information. 


(trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of  which 
follows: 

Indications  and  Usage;  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter,  Proteus 
mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  is  recommended  that  initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note:  The  increasing  frequency  of  resistant  orga- 
nisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  fnffuen- 
zae  or  Streptococcus  pneumoniae  when  In  physician’s  judgment  it  offers  an  advan- 
tage over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of  repeated 
use  of  Bactrim  In  children  under  two  years  of  age.  Bactrim  Is  not  Indicated  for  prophy- 
lactic or  prolonged  administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains  of 
Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  Judgment 
it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel  when 
antibacterial  therapy  is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  docu- 
mehted  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing  mothers 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus;  infants  less 
than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococcal 
tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis. aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema- 
topoiesis has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's  are 
recommended;  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function,  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin;  reassess  coag- 
ulation time  when  administering  Bactrim  to  these  patients 

Pregnancy:  Teratogenic  Effects;  Pregnancy  Category  C.  Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia.  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions:  Erythema  multiforme.  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness, pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis  Gastro- 
intestinal reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis.  CNS  reactions  Headache,  periph- 
eral neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insom- 
nia. apathy,  fatigue,  muscle  weakness  and  nervousness  Miscellaneous  reactions  Drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L E phenom- 
enon Due  to  certain  chemical  similarities  to  some  goitrogens.  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents 
may  exist  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength).  2 
tablets  (single  strength)  or  4 teasp  (20  ml)  b i d.  for  10-14  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  If  creatinine  clearance  is  below 

15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b i d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  lor  14  days  See  complete  product  informatioh  for 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100;  Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  20  and 
28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole — bottles  of 
100  and  500;  Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40  Pediatric  Suspension, 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml);  cherry 
flavored — bottles  of  100  ml  and  16  oz  (1  pint)  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml);  fruit-licorice  flavored— bottles  of 

16  oz  (1  pint) 
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OPPORTUNITY 

WITHOUT 

RISK. 


The  biggest 
improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  ideal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  drop 
below  a certain  level? 

Well,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.S.  Savings 
Bonds.  Now  changed  from 
a fixed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a ^aranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 

Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 


if  % 

Takef^j 

in^^erica. 


A public  service  of  this  publication 
and  The  Advertising  Council. 


‘That’s  strange. 

Most  doctors  are  prescribing 


In  vulvovaginitis,  Triva® 
douche  powder  provides 
symptomatic  relief  in 
seconds. 


Relief  in  seconds.  That’s  how  quickly  Triva  goes  to 
work  to  help  your  vaginitis  patients.  And  that’s  just 
after  their  first  douche.  Within  12  days  of  recommend- 
ed treatment  with  Triva,  most  cases  of  trichomonal 
and  non-specific  vaginitis  are  organism-free.  (Monilial 
infection  may  take  a bit  longer.)  Also,  your  patients 
can  start  therapy  right  away,  because  with  Triva 
there’s  no  need  to  worry  about  contraindications 
associated  with  causative  organisms. 


Triva-  Douche  Powder 

Oxyquinoline  Sulfate  2.0%.  Alkyl  Aryl  Sulfonate  35.0%,  Sodium  Sulfate 
52.5%,  Disodium  EDTA  .33%. 

Combines  flushing  douche  action  with  the  chemical 
action  of  its  formula.  For  treatment  of  Trichomonas 
infestation,  Triva  Douche  Powder  may  be  used  adjunc- 
tively  with  oral  therapy  for  fast  symptomatic  relief. 


by  clinical  testing  involving  the  use  of  Papanicolaou 
smear  and  Sabouraud  culture  to  confirm  diagnosis 
and  cure. 

Precaution 

If  irritation  occurs  at  the  onset  of  treatment  with  Jel.  treatment  may  be 
postponed  for  a day  or  two  and  preliminary  treatment  with  V?  strength  Triva 
Douche  used.  Regular  treatment  should  then  be  resumed- 


Other  Ethically  Promoted  Products 
from  Boyle  & Company: 

• Citra  Capsules  . . . Antihistaminic/ 
Decongestant/Analgesic  for  cold  symptoms  relief 

• Digoiase  . . . Digestive  enzymes 

• Glytinic  Tablets  and  Liquid  . . . Iron  plus 
aminoacetic  acid  for  iron  deficiency  anemia 


( Rx  Triva-  Jel 

Per  5 grams:  oxyquinoline  benzoate  7 5 mg  ; alkyl  aryl  sulfonate  62.5  mg  : 
disodium  edetate  2 5 mg.;  aminacrine  HCI  10  mg.;  copper  sulfate  063  mg.: 
sodium  sulfate  6 9 mg. 

Provides  the  effective  therapeutic  action  of  Triva  with 
the  continuous  action  of  the  jel  form,  to  quickly  arrest 
infection  and  aid  in  relief  of  symptoms. 

j Rx  Triva®  Combination 

I Combines  therapeutic  Douche  Powder  and  Triva  Jel 
I with  a handy  applicator  in  a convenient,  complete 
treatment  kit.  Triva  Combination  effectively  treats  all 
three  types  of  vaginitis,  including  stubborn  cases 
where  Monilia  and  Trichomonas  occur  together.  Effec- 
tiveness of  Triva  Combination  has  been  demonstrated 


Douche 
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Pharmaceuticals 

13260  Moore  Street. 

Cerritos  CA  90701 


® Boyle  & Company  1982 


81-28  0745 


THE  EXPERTS  AGREE . . . 


ZYIOPRIM 

(alloiiuriiiol) 

ISSIMPU, 

EFFECTIVE 

GOUT 

THERAPY 


For  information  on  adverse  reactions,  warnings,  etc,  please  see  brief  summary  of 
prescribing  information  below. 


Unlike  uricosuric  agents,  Zyloprim®  (allopurind 
is  clearly  the  choice  for:  i 

OVERPRODUCERS/  ' 
UNDEREXCRETERS 


“One  recent  suggestion  is  that  overproducers 
of  uric  acid  are  more  ‘appropriately’  treated  witl  i 
allopurinol  and  underexcreters  with  uricosuric  j 
drugs.  Such  an  argument  is  superficially  attrac-  Q 
tive  but  may  be  specious:  most  patients  with  1 
gout . . . may  nevertheless  be  managed  perfectl} ! 
well  with  allopurinol.”  1 j 

—G.  Boss,  MD  etaa 


TOPHI,  CALCULI, 
RENAL  DISEASE 


“. . . (1)  patients  with  extensive  tophaceous 
disease . . . ; (2)  patients  with  a history  of  renal 
calculi . . . since  a uricosuric  drug  may 
exacerbate  renal  stone  disease;  and  (3)  patients 
with  significant  renal  disease . . . who  are  unlikel> 
to  respond  to  a uricosuric  drug.”^ 

—Edward  W.  Holmes,  Jr,  ML 


ZYLOPRI>n  (allopurinol) 

100  and  300  mg  Scored  Tablets 

INDICATIONS  .AND  USE:  This  is  not  an  innocuous  drug  and  strict 
attention  should  be  given  to  the  indications  for  its  use.  Pending  further 
investigation,  its  use  in  other  hyperuricemic  states  is  not  indicated  at  this 
time. 

Zyloprim®  (allopurinol)  is  intended  for: 

1 . treatment  of  gout,  either  primary,  or  secondary  to  the  hyperuricemia  associated 
with  blood  dyscrasias  and  their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephropathy,  with  or  without 
accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone  formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposition,  renal  calculi,  or  uric  acid 
nephropathy  in  patients  with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  elevating  effect  on  serum  uric  acid 
levels. 

CONTR.AI.NDIC.ATIONS:  Use  in  children  with  the  exception  of  those  with 
hyperuricemia  secondary  to  malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to  Zyloprim  should  not  be 
restarted  on  the  drug. 

WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST 
APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION. 

In  some  instances  a skin  rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric  lesions  as  well  as 
Stevens-Johnson  syndrome  (erythema  multiforme)  and  very  rarely  a generalized 
v'asculitis  which  may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have  been  noted  and  in  some  patients 
asymptomatic  rises  in  serum  alkaline  phosphatase  or  serum  transaminase  have  been 


observed.  Accordingly,  periodic  liver  function  tests  should  be  performed  during  the 
early  stages  of  therapy,  particularly  in  patients  with  pre-existing  liver  disease. 
Patients  should  be  alerted  to  the  need  for  due  precautions  when  engaging  in  activities 
where  alertness  is  mandatory. 

Occasional  cases  of  hypersensitivity  have  been  reported  in  patients  with  renal 
compromise  receiving  thiazides  and  Zyloprim  concurrently.  For  this  reason,  in  this 
clinical  setting,  such  combination  should  be  administered  with  caution. 

In  patients  receiving  Purinethol  * (mercaptopurine)  or  Imuran  * 
(azathioprine),  the  concomitant  administration  of 300-600  mg  of  Zyloprim 
per  day  will  require  a reduction  in  dose  to  approximately  one-third  to 
one-fourth  of  the  usual  dose  of  mercaptopurine  or  azathioprine. 
Subsequent  adjustment  of  doses  of  Purinethol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any  toxic  effects. 

Usage  in  Pregnancy  and  Women  of  Childbearing  Age: 

Zyloprim  should  be  used  in  pregnant  women  or  women  of  childbearing  age  only  if  the 
potential  benefits  to  the  patient  are  weighed  against  the  possible  risk  to  the  fetus. 
PRECAUTIONS:  Some  investigators  have  reported  an  increase  in  acute  attacks  of 
gout  during  the  early  stages  of  allopurinol  administration,  even  when  normal  or 
subnormal  serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life  of  the  anticoagulant, 
dicumarol.  This  interaction  should  be  kept  in  mind  when  allopurinol  is  given  to 
patients  already  on  anticoagulant  therapy,  and  the  coagulation  time  should  be 
reassessed. 

A fluid  intake  sufficient  to  yneld  a daily  urinary  output  of  at  least  2 liters  and  the 
maintenance  of  a neutral  or.  preferably,  slightly  alkaline  urine  are  desirable  to 
(1)  avoid  the  theoretic  possibility  of  formation  of  xanthine  calculi  under  the  influence 
of  Zyloprim  therapy  and  (2)  hdlp  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug  and  should  be  carefully 
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opti.^rhe  most  important  therapeutic  measure  is 
ji  e administration  of  a drug  which  will  block 
^1  ate  synthesis.  The  agent  available  at  present  is 
j;  opurinol  (Zyloprim . . . ) which  is  very  effective 
I lid  of  low  toxicity.”^ 

I —Alfred Jay  Bollet,  MD 

I 

. . allopurinol  treatment  appears  to  retard  the 
yj^;i  ;ogression  of  renal  dysfunction.”'* 

il; ' —T.  Gibson,  MD  et  al 

)si0:'  ( 

mi 

1 OF  TOXICITY 


Clinical  experience  with  allopurinol  suggests 
jiat  most  patients  tolerate  this  drug  well— a 
nding  strongly  supported  by  our  data. 
Jndesired  or  unintended  effects  of  therapy 
^ere  reported  in  only  1. 8%  of  1835  consecutive 
adpients.’- 


i.,i  Boss  G.  et  al,  quoted  by  Scott  JT:  Long-term  management  of  gout  and 
■“  peruricemia.  Brit  Med ] 281: 1164,  1980. 

Holmes  E\V  Jr;  A rational  approach  to  gout.  DrMgT/icra/))' 11:117-124,  1981. 

it  Bo  et  .AJ:  Prevention  and  treatment  of  urate  nephropathy  and  uric  acid  stones, 
jy  Tsident  & Staff  Physician  28:57-64s,  1982. 

Gibson  T.  HightonJ,  Potter  C,  etal:  Renal  impairment  and  gout.  Ann  Rheum  Dis 
1:417-423,  1980. 

, T ■ Mclrmes  GT.  Lawson  DH,  Jick  H:  Acute  adverse  reactions  attributed  to 
dopurinol  in  hospitalised  patients.  Ann  Rheum  Dis  40:245-249,  1981. 


: tserved  during  the  early  stages  of  Zyloprim  administration  and  the  drug  withdrawn 
increased  abnormalities  in  renal  function  appear. 

' ! patients  with  severely  impaired  renal  function,  or  decreased  urate  clearance,  the 
lif-life  or  oxipurinol  in  the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100  mg 
■T  day  or  300  mg  twice  a week,  or  perhaps  less,  may  be  sufficient  to  maintain 
iequate  xanthine  oxidase  inhibition  to  reduce  serum  urate  levels.  Such  patients 
lould  be  treated  with  the  lowest  effective  dose,  in  order  to  minimize  side  effects, 
lild  reticulocytosis  has  appeared  in  some  patients. 

eriodic  determination  of  liver  and  kidney  function  and  complete  blood  counts  should 
e performed  especially  during  the  first  few  months  of  therapy. 

DVERSE  RE  ACTIONS: 

'ermatolo^:  Because  in  some  instances  skin  rash  has  been  followed  by  severe 
ypersensitivity  reactions,  it  is  recommended  that  therapy  be  discontinued  at  the 
rst  sign  of  rash  or  other  adverse  reaction  (see  WARNINGS).  Skin  rash,  usually 
laculopapular,  is  the  adverse  reaction  most  commonly  reported.  The  incidence  of 
kin  rash  may  be  increased  in  the  presence  of  renal  disorders. 

•xfoliative.  urticarial  and  purpuric  lesions,  Stevens-Johnson  s>ndrome  (erythema 
lultiforme)  and  toxic  epidermal  necrolysis  have  also  been  reported. 

I few  cases  of  alopecia  with  and  without  accompanying  dermatitis  have  been 
eported. 

T some  patients  with  a rash,  restarting  Zyloprim  (allopurinol)  therapy  at  lower  doses 
as  been  accomplished  without  untoward  incident. 

'Ostrointestinal:  Nausea,  vomiting,  diarrhea,  and  intermittent  abdominal  pain  have 
een  reported. 

iepatic:  Rare  cases  of  granulomatous  hepatitis  and  hepatic  necrosis  have  been 
eported. 

'oscular:  There  have  been  rare  instances  of  a generalized  hypersensitivity  vasculitis 
ir  necrotizing  angiitis  which  have  led  to  irreversible  hepatotoxicity  and  death. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Hematopoietic:  Agranulocytosis,  anemia,  aplastic  anemia,  bone  marrow  depression, 
leukopenia,  pancytopenia  and  thrombocytopenia  have  been  reported  in  patients, 
most  of  whom  received  concomitant  drugs  with  potential  for  causing  these  reactions. 
Zyloprim  has  been  neither  implicated  nor  excluded  as  a cause  of  these  reactions. 
Renal:  Rare  cases  of  renal  failure  have  been  reported  in  hypertensive  patients  who 
received  thiazides  and  Zyloprim  concurrently.  Some  patients  had  evidence  of 
hypersensitivity  to  allopurinol. 

Neurologic:  There  have  been  a few  reports  of  peripheral  neuritis  occurring  while 
patients  were  taking  Zyloprim.  Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts  found  in  patients  receiving 
Zyloprim.  It  is  not  known  if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic” 
cataracts  were  reported  in  one  patient  who  also  received  an  anti-inflammatory  agent; 
again,  the  time  of  onset  is  unknown.  In  a group  of  patients  followed  by  Gutman  and  Y u 
for  up  to  five  years  on  Zyloprim  therapy,  no  evidence  of  ophthalmologic  effect 
attributable  to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idiosyncrasy  have  been  reported  in 
a few  patients.  This  was  characterized  by  fever,  chiUs,  leukopenia  or  leukocytosis, 
eosinophilia,  arthralgias,  skin  rash,  pruritus,  nausea  and  vomiting. 

OVERDOS.AGE:  Massive  overdosing,  oracute  poisoning,  by  Zyloprim  has  not  been 
reported, 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets,  bottles  of  100  and  1000:  300  mg 
(peach)  scored  tablets,  bottles  of  30, 100  and  500.  Unit  dose  packs  for  each  strength 
also  available. 


Complete  information  available  from  your  local  B.  IV.  Co.  Representative  or  from 
Professional  Services  Departmenl  PML. 

U.S.  Patent  No.  3,624.205  (Use  Patent) 


OSMA  Group  Life  Insurance  Trust 

Physician  and  Employee  Group  Term  Life  Insurance  Plan: 

• Favorable  Rates 

• Easy  Enrollment 

• Quarterly  Billings 

• Can  be  Guaranteed  Issue 


Physician  Term  Life  Plan  — $300,000: 

• Additional  Accidental  Death 

• Accidental  Death  by  Common  Carrier 

• Dismemberment  Benefit 

• Waiver  of  Premium 

Approved  by  Council  on  Member  Services  and 
specifically  designed  for  the  professional  physician 

Thomas  A.  Hamilton, 

Administrator 

405  236-4681 


OSMA  Group  Life  Insurance  Trust 
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Oklahoma  City,  Oklahoma  73102 

J.  Hawley  Wilson,  Jr. 
The  Wilson  Agency 
500  City  Center 
Oklahoma  City,  Oklahoma 
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Insurance  Co. 
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Mandatory  C.M.E.  — In  Economics 

Not  so  many  years  ago  most  physicians  were 
able  to  estimate,  with  a reasonable  degree  of 
accuracy,  what  their  patients  would  be  charged 
for  medical  and  hospital  care.  Accounting  prac- 
tices were  primitive.  A bed  was  a bed,  a meal 
was  a meal  and  all  pills,  potions  and  poultices 
were  medicines.  The  average  high  school  stu- 
dent could  decipher  and  understand  the  par- 
tially itemized  hospital  bill  and  the  average 
fifth-grader  could  interpret  the  physician’s 
statement  for  professional  services.  In  the  rare 
event  of  a misunderstanding  between  debtor 
and  creditor,  a five-minute  conversation  could 
usually  settle  the  matter.  Hospital  statements 
would  indicate  how  much  was  due  for  the  occu- 
pancy of  the  room  — an  amount  which  would 
include  meals  and  "basic  nursing  care,”  — how 
much  was  due  for  medicines  and  dressings  and 
how  much  for  laboratory  and  diagnostic  ser- 
vices. The  physician’s  statement  was  even 
simpler;  it  showed  the  amount  due  for  profes- 
sional services  and  hospital  care. 

Today  it  is  most  unlikely  that  even  among 
the  few  physicians  who  are  relatively  well-in- 
formed about  the  economics  of  medical  care, 
more  than  ten  percent  could  estimate  with  any 
significant  degree  of  accuracy  the  cost  of  a 
ten-day  stay  in  a hospital.  Our  ability  to  make 
a fairly  accurate  estimate  of  the  cost  of  the 
physician’s  services  is  much  greater,  except 
when  such  services  are  in  a field  which  is  new 
or  unfamiliar. 

Our  ignorance  of  the  contemporary  realities 
of  medical  care  costs  is  profound  to  say  the 
least,  awesome  to  say  the  most.  We  are  virtu- 
ally under  seige  from  our  patients  and  the 
media  because  of  the  high  cost  of  medical  care, 
yet  we  do  nothing  to  become  better  informed 
about  the  facts  which  support  their  complaints. 
Thus,  it  seems,  our  ignorance  also  is  irremedi- 
able. 

If  you  have  not  been  horrified  recently  by  the 
hospital  bill  received  by  one  of  your  patients,  if 
you  have  not  been  shocked  lately  by  the  cost  of 


a patient’s  emergency  room  visit,  if  you  have 
not  been  appalled  by  the  paper  morass  of  the 
itemized  charges  for  hospital  care,  and  if  you 
have  not  found  obscene  the  fees  which  some  of 
our  colleagues  collect,  sometimes  in  advance, 
for  their  services,  you  are  indeed  one  of  the 
ignorant  majority.  No  wonder  we  seem  com- 
placent, unconcerned,  aloof.  No  wonder  our  pa- 
tients and  the  media  have  found  us  guilty  of 
conspiring  to  plunder.  If  we  fail  to  join  the 
army  of  critics  at  war  with  the  rising  costs  of 
medical  care  we  are,  very  simply,  guilty  of 
gross  neglect  if  nothing  else. 

We  should,  individually  and  collectively,  re- 
solve to  remedy  our  lack  of  knowledge  concern- 
ing medical  care  costs.  Three  simple  yet  effec- 
tive methods  of  cost  monitoring  can  keep  us 
well-informed  and  up  to  date. 

First,  we  must  keep  track  of  the  costs  of  the 
laboratory,  x-ray  and  special  diagnostic  studies 
we  order  most  frequently,  keeping  in  mind  that 
many  of  these  procedures  generate  two  sepa- 
rate categories  of  charges;  one  covers  the  tech- 
nical fees  for  producing  the  results  and  the 
other  for  the  interpretation  of  those  results. 

Next,  we  must  make  a habit  of  asking  our 
patients  what  they  paid  a colleague  for  his 
professional  services,  whether  surgical  or 
non-surgical. 

Finally  — and  this  is  something  we  will, 
most  probably  — have  to  do  collectively  — in- 
sist that  a copy  of  our  patients’  hospital  bills  be 
made  available  to  us.  Just  as  we  are  required 
to  dictate  discharge  summaries,  hospitals 
should  be  required  to  place  in  our  patient’s  files 
at  the  time  of  discharge  a copy,  or  at  the  very 
least  a summary  of  all  charges  generated  by 
our  orders. 

I venture  to  predict  the  results  of  this  bit  of 
continuing  medical  education  will  be  jaw- 
sagging for  most  of  us.  Our  ignorance  will  be 
displaced  by  shock.  Maybe,  just  maybe,  we  will 
decide  it  is  time  for  us  to  get  involved  and  do 
something  to  lower  the  costs  of  medical  care. 

Anyone  care  to  make  a motion? 

- MRJ 
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Janus  In  May? 

What  would  a Roman 
God  with  two  faces  be 
doing  in  Oklahoma  in 
May?  Our  dauntless 
meteorologists  can  surely 
watch  adequately  for  tor- 
nadoes on  primetime  tele- 
vision with  color  radar. 

Equally  undaunted  physicians  should  get 
their  perspectives  a few  months  earlier, 
between  surplus  calories  of  the  holiday  season 
and  surfeits  of  football.  Nevertheless,  let’s 
use  Janus’  unique  views  to  scan  the  clouds  for 
our  association. 

The  past  twelve  months  have  certainly 
brought  some  tempestuous  challenges  our  way. 
The  Penn  Square  Bank  failure,  the  changes  at 
the  Department  of  Human  Services,  the  ques- 
tions of  funding  and  governance  at  Oklahoma’s 
teaching  hospitals,  and  multiple  governmental 
issues  have  all  buffeted  our  organization. 

Dr  John  McIntyre’s  mature  judgment  and 
applied  wisdom  have  led  us  successfully 
through  one  of  our  most  eventful  years.  Many  of 
the  issues  reaching  the  president  of  Oklahoma 
State  Medical  Association  for  decision  are  by 
their  very  nature  difficult,  "grey  zone,”  and  sub- 
jective. John  has  not  only  seen  us  through  mul- 
tiple crises,  but  he  has  judiciously  taken  the 
growth  potential  that  is  inherent  in  any  crisis. 
We  all  thank  you,  John,  for  a task  done  with 
skill  and  with  caring. 

What,  then,  is  the  measure  of  those  black 


thunderheads  in  the  southwest?  Do  they  indeed 
represent  threats  to  our  profession  and  or- 
ganized medicine?  What  preparation  and  action 
should  we  be  taking?  Or,  do  we  have  back- 
ground and  figure  reversed,  and  is  that  only  a 
deep  blue  sky  that  is  approaching?  Surely  we 
must  deal  with  the  issues  of  health  care  costs, 
physician  supply,  physician  distribution,  rela- 
tionships with  the  business  community  in  busi- 
ness health  coalitions  and  other  less  structured 
environments,  changing  relationships  with 
other  professionals,  drastically  altering  roles  of 
hospitals,  the  greatest  changes  in  Medicare  in 
many  years,  issues  of  professional  liability, 
regulations,  legislation,  competition,  quality  of 
care,  continuing  education,  space  age  technol- 
ogy, changing  demographics  of  our  Oklahoma 
population,  and  alternate  health  care  delivery 
systems.  The  list  alone  is  impressive,  and  cer- 
tainly not  all  inclusive. 

Perhaps  the  future’s  greatest  challenge  for 
our  organization  will  come  from  some  unantici- 
pated direction.  Regardless,  if  we  can  recognize 
the  opportunities  within  the  problems,  we  can 
build  securely  on  the  year  just  past.  Given  the 
dedication  of  our  staff,  the  capabilities  of  our 
officers  and  board,  the  support  of  our  auxiliary 
and  the  excellence  of  our  delegation  to  the 
American  Medical  Association,  old  Janus 
should  see  a year  of  true  progress  for  the  Okla- 
homa State  Medical  Association. 

We  all  have  an  abundance  of  work  to  do  for 
our  patients,  and  our  association. 
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A Performance  Evaluation  of  the 
Microbiology  and  Immunology  Course 
for  Second-Year  Medical  Students 


D.  J.  FLOURNOY,  PhD 
RICHARD  M.  HYDE,  PhD 

This  paper  evaluates  performance  of 
second-year  medical  students  in  a 
microbiology  and  immunology  course.  Results 
suggest  that  poor  performance  on  the  first  two 
examinations  can  lead  to  poor  course 

performance. 

Most  physicians  will  diagnose  and  treat  in- 
fectious diseases  during  their  careers.  Yet 
some  medical  students  have  not  taken  any 
general  or  pathogenic  microbiology  courses  as 
undergraduates,  since  they  are  not  pre- 
requisites for  medical  school.  Therefore, 
pathogenic  microbiology  and  immunology  are 
taught  to  medical  students  to  provide  them 
with  basic  and  practical  knowledge  which  they 
will  need  for  their  subsequent  schooling  and 
careers. 

The  subjects  are  taught  to  second-year  medi- 
cal students  at  the  University  of  Oklahoma 
Health  Sciences  Center,  Oklahoma  City,  in  a 


course  titled  Etiology  and  Pathogenesis  of  Dis- 
ease (EPD).  The  18-week,  multidisciplinary, 
240  clock-hour  course  is  given  each  fall  semes- 
ter. 

Students  who  do  poorly  in  their  courses  are 
required  to  repeat  them,  which  results  in  a 
great  deal  of  frustration  and  added  expense  for 
students  and  extra  work  for  faculty.  Therefore, 
we  decided  to  evaluate  EPD  course  perfor- 
mance over  the  last  three  years  to  determine  if 
early,  initial  examination  grades  were  pre- 
dictive of  overall  course  performance.  If  so, 
perhaps  an  even  greater  emphasis  could  be 
placed  on  preventing  poor  performance  and  all 
the  problems  it  creates. 

Materials  and  Methods 

Etiology  and  Pathogenesis  of  Disease  grades 
from  three  successive  classes  of  medical  stu- 
dents were  analyzed.  The  grades  from  those 
students  repeating  the  course  were  omitted  for 
the  year  they  repeated.  However,  they  were  in- 
cluded the  first  time  they  took  the  course.  After 
omitting  repeaters,  there  were  174  students  in 
each  of  the  three  classes,  combining  for  a total 
of  522.  The  grades  were  analyzed  from  an 
alphabetized  list  printed  by  a computer. 

A grade  of  "A”  was  obtained  when  examina- 
tion points  totaled  at  least  92%  of  those  attain- 
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Table  1.  Subject  and  question  breakdown  of 


EPD  examinations 

No.  of  questions 

Exam  # Subject  area  per  exam=“ 


I 

Pathology 

50 

2 

Immunologj'  & Microbial  Physiologx' 

90 

3 

Laboratory  Midterm 

25 

4 

Pathogenic  Bacteriology  & Genetics 

90 

5 

Mycology  & Parasitologj' 

60 

6 

Virology 

70 

/■ 

Laboratory  Comprehensive  Final 

50 

8 

Lecture  Comprehensive  Final 

100 

Total 

535 

'’The  number  of  questions  per  examination  is  directly  re- 
lated to  the  amount  of  material  covered  and  length  of  a 

particular  test. 


able.  A grade  of  "B”  required  between  83-91%, 
"C”  from  74-82%,  "D”  from  68-74%  and  "F” 
below  68%.  All  percentages  were  rounded  off  to 
the  nearest  whole  number. 


Evaluation  of  Results 

The  EPD  course  is  divided  into  several  sub- 
ject areas  and  eight  examinations,  as  described 
in  Table  1.  Tests  with  greater  point  values  (#2, 
4,  8)  required  more  time  to  answer. 

Course  grades  for  the  last  three  EPD  classes 
are  noted  in  Table  2.  One  hundred  ten  students 
(21%)  made  grades  of  C or  lower  during  the 
three-year  period. 

Each  examination  for  every  class  was 
evaluated  as  to  student  performance  and  pre- 
dictability of  course  performance  (Table  3). 
Exam  number  4 was  consistently  the  hardest. 

Table  2.  Comparison  of  EPD  course  grades 
among  three  classes. 


Class  of  ’81  Class  of  ’80  Class  of  ’79  Total 


Grade 

# 

% 

# 

% 

# 

% 

# 

% 

A 

57 

33 

44 

25 

16 

9 

117 

22 

B 

85 

49 

105 

60 

105 

60 

295 

57 

C 

29 

17 

24 

14 

49 

28 

102 

20 

D 

2 

1 

0 

0 

4 

2 

6 

1 

F 

1 

<1 

0 

0 

0 

0 

1 

<1 

1 

0 

0 

1 

<1 

0 

0 

1 

<1 

Total 

174 

174 

174 

522 

I (incomplete),  # (number  of  students) 
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Table  3.  Evaluation  of  exam  performance 
and  perdictability  for  three  classes. 


% for  Exam  No. 


Category 

1 

2 

3 

4 

5 

6 

7 

8 

Poor  exam  performance 
Class  of  ’81 

.a 

10 

28 

4 

43 

24 

21 

5 

18 

Class  of  ’80 

9 

21 

15 

39 

30 

27 

9 

41 

Class  of  ’79 

13 

33 

14 

47 

44 

22 

49 

26 

TotaP 

11 

27 

11 

43 

33 

24 

21 

28 

Predictability 

Class  of ’81 

72 

54 

57 

41 

60 

59 

68 

55 

Class  of  ’80 

53 

56 

42 

25 

42 

49 

38 

31 

Class  of  ’79 

64 

66 

67 

57 

53 

72 

51 

71 

TotaP 

65 

60 

54 

46 

51 

59 

50 

49 

“ % of  class  scoring  less  than  83^^  on  a given  exam. 

•’  all  three  classes  combined, 
number  of  students  scoring  less  than  83%  on  a given 
exam  who  went  on  to  score  less  than  83%  in  course  di- 
vided by  number  of  students  scoring  less  than  83%  on  a 
given  exam. 


with  43%  of  all  students  making  grades  of  C or 
lower.  Of  all  students  making  less  than  a B on 
Exam  1,  65%  made  less  than  a B in  the  course. 
Poor  performance  appears  to  be  more  closely 
related  to  subject  matter  than  to  the  number  of 
questions  on  an  examination.  For  example,  the 
comprehensive  final  (Exam  8)  is  the  largest 
and  covers  the  entire  course,  yet  its  "difficulty” 
(as  determined  hy  the  number  of  students  who 
get  a B ) ranks  it  third. 

Table  4 describes  the  percentage  of  students 
who  made  scores  of  less  than  83%  on  Exams  1 
and  2.  Of  all  the  students  who  made  less  than  a 
B in  the  course,  84%  made  less  than  a B on 
either  Exam  1 or  2. 

Two-thirds  of  the  522  students  made  less 
than  83%  on  at  least  one  exam.  However,  of 
those  178  students  who  made  less  than  a B on 
only  two  of  the  eight  exams,  none  made  less 
than  a B in  the  course  (Table  5).  If  a student 
made  less  than  83%  on  any  four  of  eight  exams, 
their  chances  of  making  a C or  lower  in  the 
course  were  great.  Of  110  students  making 


Table  4.  Exam  performance  of  students  with 
course  grades  less  than  83%. 

% 


Scored  less  than  83%  Class  of 


on  Examination(s)  no. 

’81 

’80 

’79 

Total 

1 

40 

32 

28 

33 

2 

81 

80 

72 

76 

1 & 2 

38 

20 

21 

25 

1 or  2 

84 

92 

79 

84 
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Table  5.  Cumulative  poor-'  exam  performance 
of  all  medical  students. 

% 

Chances  of  making  less 
Students  scoring  less  than  than  83%  in  course 

83%  on  the  following  no.  Class  of 


of  exams  (out  of  8) 

’81 

’80 

’79 

Total 

1 

0 

0 

0 

0 

2 

0 

0 

0 

0 

3 

43 

6 

16 

21 

4 

100 

33 

71 

64 

5 

100 

78 

100 

95 

6 

100 

88 

100 

95 

7 

— 

100 

100 

100 

8 

— 

100 

100 

100 

" less  than  83% 


course  grades  of  C or  below,  1%  made  C or 
below  on  two  of  eight  exams,  14%  on  three 
exams,  21%  on  four  exams,  .36%  on  five  exams, 
18%  on  six  exams,  6%  on  seven  exams,  and  4% 
on  eight  exams.  Of  those  110  students,  29%  did 
poorest  during  the  first  four  exams,  44%  dur- 
ing the  last  four  exams,  with  the  remaining 
27%  performing  equally  poor  on  the  first  and 
last  four  exams. 

Early  Intervention  Advised 

A single  course  grade  of  C is  considered 
average.  However,  students  who  do  not  main- 
tain a B average  in  all  of  their  courses  gener- 
ally have  to  struggle.  This  nonmastery  of 
courses  may  hinder  their  subsequent  perfor- 
mance. Therefore,  a grade  of  C was  considered 
poor  performance  in  this  study,  representing 
the  bottom  one-fifth  of  the  class. 


D.  J.  Flournoy,  PhD,  was  graduated  from  the 
University  of  Houston  in  1973.  He  is  director  of 
clinical  microbiology  and  associate  professor  of 
pathology  at  the  Veterans  Administration  Med- 
ical Center  in  Oklahoma  City. 

Richard  H.  Hyde,  PhD,  is  professor  of  micro- 
biology and  immunology  at  the  University  of 
Oklahoma  Health  Sciences  Center. 


The  average  second-year  medical  student 
will  make  a B in  the  EPD  course.  During  the 
semester,  he/she  will  make  a C or  lower  on  one 
or  two  exams.  Chances  are  the  exams  will  be 
numbers  4 and  5,  which  cover  pathogenic  bac- 
teriology, genetics,  mycology,  and  para- 
sitology. 

Those  students  who  make  a C or  lower  in  the 
course  most  likely  will  perform  poorly  on  five 
of  the  eight  exams,  with  the  majority  in  the 
last  half  of  the  course.  However,  up  to  84%  of 
these  students  will  make  a C or  lower  in  one  of 
the  first  two  exams. 

Students  admitted  to  medical  school  have 
been  judged  by  a group  of  experienced  faculty 
members  to  be  potentially  capable  of  becoming 
productive  professionals.  However,  there  is  no 
way  to  assure  their  success.  Each  student  must 
give  a consistently  good  effort  over  many  years 
to  achieve  his/her  goals.  Since  medical  school  is 
so  expensive  and  challenging  for  these  stu- 
dents, it  benefits  everyone  if  they  complete 
their  coursework  with  good  grades  on  their 


’’Students  who  do  poorly  in 
their  courses  are  required  to 
repeat  them,  which  results  in  a 
great  deal  of  frustration  and 
added  expense  for  students  and 
extra  work  for  faculty.” 


first  attempt.  However,  on  the  other  hand,  soc- 
iety must  not  suffer  from  inadequately  skilled 
physicians. 

We  have  evaluated  one  course  that  all  medi- 
cal students  are  required  to  pass.  The  results 
suggest  that  a student  who  makes  a C or  lower 
on  either  of  the  first  two  exams  should  be  coun- 
selled vigorously  right  away.  Remedial  actions 
should  be  offered.  Undoubtedly,  this  will  re- 
quire a greater  effort  from  the  students  and 
faculty.  However,  early  aggressive  efforts 
might  enable  some  of  these  students  to  gain 
more  knowledge  than  they  might  otherwise 
gain.  At  present,  students  are  counselled  only 
when  they  receive  a D or  lower.  Results  of  this 
study  suggest  that  counselling  of  C-level  stu- 
dents early  in  the  course  may  reduce  poor 
course  performance.  This  possibility  is  cur- 
rently under  study.  In  addition,  the  counsel- 
ling system  may  also  need  to  be  improved. 

On  the  other  hand,  medical  school  educators 
are  becoming  increasingly  concerned  over 
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what  many  consider  an  information  overload 
for  students.'"'*  Why  does  32%  of  a medical 
school  class,  with  high  entrance  qualifications, 
earn  a grade  of  F in  one  or  more  courses  during 
the  first  three  years'?  With  the  vast  amount  of 
new  scientific  information  accumulating, 
many  educators  are  emphasizing  problem  solv- 
ing and  information  processing  as  opposed  to 
rote  memorization  and  simple  data 
storage.'-  '*• "'  It  is  therefore  possible  that  a grea- 
ter effort  to  counsel  students  who  perform 


poorly  will  not  solve  a more  basic  problem  of 
information  overload. 
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Report  of  the  American  Medical 
Association  Council  on  Scientific  Affairs 

This  report  was  selected  and  reprinted  upon  the  suggestion  of 
John  A.  McIntyre,  MD,  President  of  the  OSMA. 


SUBJECT:  Calcium  Channel  Blocking  Agents 
PRESENTED  BY:  William  D.  Dolan,  MD, 
Chairman 

REFERRED  TO:  Reference  Committee  E (Ed- 
ward Sattenspiel,  MD,  Chairman) 

The  Council  on  Scientific  Affairs  is  charged 
with  the  task  of  advising  the  AMA’s  Board  of 
Trustees  "on  substantial  and  promising  de- 
velopments in  the  scientific  aspects  of  medicine 
and  biomedical  research  that  warrant  public 
attention.”  Many  innovations  in  diagnosis  and 
drug  usage  are  introduced  every  year  and  vari- 
ous award-giving  bodies  attempt  to  assess 
those  that  will  be  most  important.  However,  it 
is  difficult  to  know  at  what  point  the  medical 
profession  should  be  alerted  to  an  important 
new  advance,  especially  when  commercial  in- 
terests are  involved.  The  natural  enthusiasm 
for  a novel  approach,  abetted  by  good  sales- 
manship, can  lead  to  excessive  use  of  the  new 
treatment  which  finds  its  rightful  place  in  the 
therapeutic  armamentarium  only  some  years 
later,  after  being  tempered  by  sober  experi- 
ence. 

The  category  of  drugs  designated  as  slow  cal- 
cium channel  blocking  agents  is  seeing  quick 
and  enthusiastic  acceptance  in  cardiological 
practice  since  its  initial  approval  by  the  Food 
and  Drug  Administration  (FDA)  in  1981.  Not 
only  have  these  drugs  lived  up  to  the  early 
promises  made  by  their  sponsors,  but  their  ef- 


fectiveness in  relieving  symptoms  is  suffi- 
ciently impressive  that  both  patients  and 
physicians  have  been  quick  to  accept  them. 
Furthermore,  the  two  initial  indications  for 
their  use,  as  recognized  by  FDA-approved 
labeling,  may  be  only  the  first  of  many.  Not 
only  is  it  reasonable  to  say  that  cardiological 
practices  will  see  a permanent  change  because 
of  these  drugs,  but  other  areas  of  medical  prac- 
tice will  be  affected  as  well. 

The  Calcium  Channel 

The  calcium  ion  flux  through  cell  mem- 
branes is  important  in  the  function  of  many 
tissues,  including  cardiac  and  smooth  muscle. 
Calcium  ions  extruded  during  active  depolari- 
zation return  to  the  myocardial  cells  during 
the  slower  phase  of  the  action  potential  as- 
sociated with  the  passage  of  the  cardiac  im- 
pulse. The  initial  fast  change  in  membrane  po- 
tential is  accompanied  by  a sodium  influx 
through  a different  "fast”  channel.  Thus,  the 
slow  calcium  channel  across  the  membrane  is 
represented  in  the  slower  phase  of  the  action 
potential  and  is  thought  to  be  important  in 
excitation-contraction  and  excitation-secretion 
coupling. 

That  separate  channels  exist  in  the  sar- 
colemma,  each  with  a system  of  gates,  for  NA^, 
K^,  Ca^+  and  perhaps  other  ions,  is  now  well 
established.  These  channels’  exact  anatomic 
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structure  and  mode  of  action  require  further 
elucidation.  However,  as  knowledge  of  these 
ion  exchanges  increases,  it  is  apparent  that  the 
rate  of  rise  of  the  action  potential,  the  duration 
of  contraction,  the  rate  of  relaxation,  the  speed 
of  recovery  for  reexcitation  and  the  rate  of  con- 
duction of  the  nervous  impulse  are  all  more  or 
less  dependent  upon  the  slow  calcium  channel 
action.  In  fact,  the  action  of  beta  adrenergic 
antagonists  and  of  the  digitalis  glycosides  are 
both  in  some  measure  dependent  upon  the  cal- 
cium channel. 

For  at  least  15  years,  calcium  channel  (or 
calcium  entry)  blocker  drugs  have  been  in  clin- 
ical use  in  Europe,  although  their  mechanism 
of  action  is  only  currently  being  appreciated. 
Drugs  that  have  been  used  have  demonstrated 
different  degrees  of  selectivity  in  their  effects 
on  vascular  smooth  muscle,  myocardium  or 
specialized  conduction  and  pacemaker  tissues 
which  have  important  clinical  implications. 
This  fact  has  been  well  confirmed  by  the  differ- 
ences in  chemical  structure  and  pharmacologic 
activity  of  the  three  drugs  that  have  been  or 
will  be  released  for  use  here  by  the  FDA: 
nifedipine,  verapamil  and  diltiazem.  Addi- 
tional calcium  antagonists  are  under  study  and 
it  is  anticipated  that  clinicians  may  eventually 
have  drugs  that  will  be  more  specific  both  as  to 
basic  action  and  as  to  specific  organ  affected. 

By  altering  intracellular  distribution  or 
binding  of  calcium  in  cardiac  and  smooth  mus- 
cle cells,  these  blocking  agents  dilate  coronary 
and  peripheral  arterioles,  reduce  heart  rate, 
decrease  myocardial  contractility  and  slow 
A-V  conduction.  The  electrophysiological  and 
hemodynamic  effects  vary  from  one  drug  to 
another:  according  to  their  selectivity  of  action 
on  smooth  or  cardiac  muscle  or  on  pacemaker 
or  conduction  tissue  cells,  and  depending  upon 
their  ancillary  properties.  Variation  also  re- 
sults from  the  degree  to  which  ventricular 
afterload  reduction  and  reflex  beta-adrenergic 
response  counter  their  direct  negative 
inotropic,  chronotropic  and  dromotropic  effects. 

Indications  For  Use 

Angina  Pectoris 

The  only  FDA  approved  therapeutic  indica- 
tion for  nifedipine  is  angina  pectoris.  It  has 
been  demonstrated  that  coronary  spasm  can  be 
abolished  by  acute  administration  of  the  drug. 


and  classical  Prinzmetal’s  variant  angina  is 
well  controlled  by  chronic  administration.  In 
addition,  unstable  angina,  which  often  has  a 
component  of  coronary  spasm,  has  responded 
better  to  nifedipine  than  to  nitroglycerin  ad- 
ministration. Thus,  angina  at  rest,  which  is 
presumed  frequently  to  have  an  element  of 
spasm,  responds  to  the  chronic  administration 
of  the  drug.  Even  angina  of  effort  is  favorably 
influenced  by  chronic  use  of  the  drug,  although 
carefully  controlled  studies  suggest  the  effect 
may  be  no  better  than  that  seen  with  chronic 
use  of  long-acting  nitrates  or  beta-blockers. 
Verapamil  is  as  effective  as  nifedipine  in  this 
regard,  but  has  a weaker  vasodilatory  and 
hypotensive  effect  on  the  systemic  circulation 
and  a much  stronger  depressant  effect  on  S-A 
and  A-V  nodal  tissue.  Verapamil  is  less  often  a 
cause  of  reflex  tachycardia  and,  in  fact,  may 
induce  mild  bradycardia  in  addition  to  carry- 
ing significant  anti-arrhythmic  properties. 
More  double-blind  randomized  trials  compar- 
ing one  calcium  channel  blocker  with  another, 
with  beta  blockers,  with  and  without  accom- 
panying nitrates  are  needed.  Nevertheless, 
there  is  little  doubt  that  these  pharmacologic 
agents  aid  in  the  management  of  several  types 
of  angina  pectoris,  both  by  relieving  coronary 
spasm  and  by  reducing  myocardial  work. 

When  a calcium  antagonist  and  a beta- 
blocker  are  used  together,  the  fall  in  blood 
pressure  may  be  dangerous,  yet  there  have 
been  instances  where,  under  close  monitoring, 
the  combination  was  more  effective  in  reliev- 
ing angina  than  either  one  alone.  Also,  the 
former  could  supplant  a beta-blocker  when  it 
was  poorly  tolerated. 

Antiarrhythmic  Properties 

The  first  calcium  blocker  to  achieve  FDA  ap- 
proval was  IV  verapamil  for  the  treatment  of 
paroxysmal  supraventricular  tachycardia.  It 
was  also  found  to  slow  the  ventricular  rate  in 
atrial  fibrillation  and  flutter.  On  the  other 
hand,  it  does  not  affect  the  rate  of  retrograde 
conduction  in  the  pre-excitation  syndrome  and 
deleterious  effects  have  been  seen  when  using 
it  to  treat  some  cases  of  atrial  fibrillation  or 
tachycardia  with  the  pre-excitation  syndrome. 
Diltiazem  has  anti-arrhythmic  effects  compar- 
able to  those  of  verapamil.  Nifedipine  has  little 
or  no  anti-arrhythmic  properties. 

None  of  these  agents  is  considered  to  be  clin- 
ically effective  in  controlling  acute  or  chronic 
ventricular  ectopic  rhythms.  Yet,  if  the  ventri- 
cular arrhythmia  is  a manifestation  of  myo- 
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cardial  ischemia,  especially  in  variant  angina, 
one  of  them  may  correct  a ventricular  ectopy. 
Verapamil  should  generally  be  avoided  in  the 
sick  sinus  syndrome,  2nd  or  3rd  degree  A-V 
block,  cardiogenic  shock  or  congestive  heart 
failure. 

Other  Cardiovascular  Indications 

There  are  several  other  indications  for  the 
use  of  calcium  channel  blocking  agents,  even 
though  beta  blocker  or  other  categories  of 
drugs  may  often  serve  as  well.  For  example, 
there  have  been  reports  of  successful  treatment 
of  the  following  conditions  with  these  agents. 

Animal  experiments  and  some  clinical  ex- 
perience have  suggested  that  nifedipine  may 
well  improve  regional  flow  to  ischemic  areas 
and  reduce  the  zone  of  infarction  during  the 
early  stages  of  an  acute  myocardial  infarction. 
On  the  other  hand,  the  reduction  in  blood  pres- 
sure and  coronary  perfusion  pressure  and  the 
potential  negative  inotropic  effects  on  patients 
with  severe  myocardial  impairment  suggest 
that  caution  is  required  in  this  case.  Properly 
controlled  clinical  studies  will  be  necessary  to 
determine  the  safety  and  efficacy  of  these 
agents  for  this  indication. 

Hypertrophic  cardiomyopathy  is  now  treated 
by  beta-adrenergic  blocking  agents  that  con- 
trol symptoms  in  many  patients  and  may  post- 
pone, if  not  preclude,  operative  intervention. 
Verapamil  in  preliminary  studies  on  patients 
with  this  condition  has  increased  ventricular 
compliance  and  ventricular  filling,  reduced  the 
gradient  at  the  base  of  the  left  ventricle,  im- 
proved the  exercise  capacity  and  reversed 
symptoms  of  angina  with  less  frequent  side- 
effects  than  are  seen  with  beta-adrenergic 
blocking  agents.  However,  the  basic  physiolog- 
ical effects  of  the  drug  may  lead  to  particularly 
adverse  effects  in  this  condition.  Thus,  the 
drug  should  probably  be  contraindicated  in 
hypertrophic  cardiomyopathy  with  left  ven- 
tricular obstruction  and  a high  wedge  pres- 
sure, paroxysmal  nocturnal  dyspnea  or  or- 
thopnea, sick  sinus  syndrome  or  significant 
A-V  junctional  disease.  Whether,  in  fact,  a cal- 
cium antagonist  will  supplant  the  beta- 
adrenergic  blockers  in  the  management  of  this 
condition  will  have  to  await  more  extensive 
controlled  clinical  studies. 

Essential  hypertension  is  known  to  respond 
to  beta  blockade  and  it  appears  as  though  some 
calcium  entry  blockers  will  provide  a similar 
hypotensive  effect.  There  have  been  early  tri- 


als using  sublingual  nifedipine  as  a potential 
alternative  to  diazoxide  or  sodium  nitro- 
prusside  in  the  management  of  hypertensive 
emergencies  and  as  an  afterload  reducing 
agent  in  early  cardiogenic  shock.  The  ultimate 
test  of  whether  this  or  some  other  calcium 
channel  blocker  may  be  a useful  hypotensive 
agent  in  the  management  of  chronic  essential 
hypertension  will  depend  upon  more  long-term 
clinical  studies  than  yet  reported. 

Both  primary  and  secondary  pulmonary 
hypertension  have  responded  to  nifedipine  with 
a subsequent  reduction  in  pulmonary  vascular 
resistance  and  increased  cardiac  output.  Re- 
sponsiveness probably  depends  upon  the  extent 
to  which  smooth  muscle  vascular  spasm  in  the 
pulmonary  arterial  bed  is  a contributing  factor 
to  the  hypertension.  Preliminary  results  sug- 
gest considerable  promise  in  the  management 
of  patients  with  chronic  air  flow  obstruction 
and  acute  respiratory  failure.  So  far,  no  com- 
parison has  been  made  between  any  calcium 
blocking  agent  and  other  vasodilators,  such  as 
hydralazine  and  diazoxide,  that  have  also  been 
used  in  pulmonary  hypertension. 

Non-car diouascular  Uses  of  Calcium 
Antagonists 

Because  of  their  effects  on  smooth  muscle 
contraction,  there  are  many  other  disordered 
organ  systems  that  may  be  affected  favorably 
by  these  agents.  For  example,  both  verapamil 
and  nifedipine  have  been  used  successfully  in 
managing  certain  types  of  asthma,  particu- 
larly exercise-induced  asthma.  The  broncho- 
spasm  and  vascular  spasm  of  asthma  is  re- 
duced by  the  channel  calcium  blockers  in  con- 
trast to  the  increase  that  may  be  seen  with 
beta  blockade.  When  administered  topically  by 
inhalation,  they  can  prevent  asthma  after  ex- 
ercise in  patients  who  have  this  symptom  pat- 
tern. Verapamil  does  not  necessarily  coun- 
teract asthma  triggered  by  histamine  release, 
but  at  least  these  drugs  can  be  used  for  other 
indications  in  patients  who  do  have  asthma  or 
chronic  obstructive  lung  disease. 

Nifedipine  has  been  shown  to  be  effective  in 
the  esophageal  motor  disorders,  achalasia  and 
diffuse  esophageal  spasm.  In  clinical  studies, 
significant  reductions  in  lower  esophageal 
sphincter  pressure  and  frequency  of  spontane- 
ous esophageal  contractions  and  amplitude  of 
distal  peristaltic  esophageal  contractions  have 
been  accomplished  by  the  use  of  nifedipine  in 
some  patients  with  achalasia.  Gastric  empty- 
ing is  apparently  not  affected  and  reflu « 
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esophagitis  may  be  aggravated,  but  painful 
esopahgeal  spasm  can  be  relieved  by  sublin- 
gual use  of  nifedipine.  Isosorbide  dinitrate  will 
bring  the  same  relief,  but  its  side-effects  are 
more  troublesome. 

There  is  some  indication  that  verapamil  and 
nifedipine  may  interefere  with  platelet  func- 
tion, although  their  possible  role  in  the  control 
of  thromboembolic  phenomena  has  not  been 
studied. 

The  possible  use  of  these  drugs  in  cerebral 
vasospasm,  intestinal  ischemia,  and  in  obstet- 
rical problems  still  remains  to  be  explored. 

Side  Effects 

These  drugs  are,  in  general,  well  tolerated 
with  few  side-effects  not  anticipated  from  the 
pharmaco-dynamics.  Most  studies  report  the 
incidence  of  undesirable  side-effects  to  be  less 
than  10%.  Nifedipine  may  lead  to  flushing, 
headache,  tachycardia,  hypotension,  dyses- 
thesia and  fatigue;  while  for  verapamil,  consti- 
pation, headache,  dizziness,  hypotension, 
fatigue  and  A-V  block  are  mentioned.  Both  can 
cause  edema.  The  drugs  are  relatively  contra- 
indicated in  the  sick  sinus  syndrome,  second  or 
third  degree  A-V  block,  shock  and  congestive 
heart  failure. 

Commentary 

Under  the  Federal  Food,  Drug  and  Cosmetic 
Act,  a drug  approved  by  the  FDA,  "may  be 
labelled,  promoted,  and  advertised  by  the 
manufacturer  only  for  those  uses  for  which  the 
drug’s  safety  and  effectiveness  have  been  es- 
tablished and  which  FDA  has  approved.” 
While  this  means  that  adequate  and  well- 
controlled  clinical  trials  have  documented 
these  uses,  it  does  not  preclude  the  use  of  that 
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drug  for  other  less  well -documented  indica- 
tions. The  FDA  itself  has  noted: 

Once  a product  has  been  approved  for 
marketing,  a physician  may  prescribe  it 
for  uses  or  in  treatment  regimens  or  pa- 
tient populations  that  are  not  included  in 
approved  labeling.  Such  "unapproved”  or, 
more  precisely,  "unlabelled”  uses  may  be 
appropriate  and  rational  in  certain 
circumstances  and  may,  in  fact,  reflect 
approaches  to  drug  therapy  that  have 
been  extensively  reported  in  medical 
literature.^ 

From  the  above  discussion,  it  can  be  seen 
that  there  is  a wide  spectrum  of  cardiovascular 
and  other  disorders  that  may  also  respond  to 
these  calcium  channel  blocking  agents.  This 
new  category  of  drugs  provides  the  promise  of 
many  variations  upon  the  three  that  are  al- 
ready approved  by  the  FDA.  It  will  probably 
take  years  before  the  final  role  of  each  of  these 
drugs,  in  the  various  indications  that  have 
been  proposed,  will  be  established. 

Conclusion 

The  Council  on  Scientific  Affairs  advises  the 
medical  profession  that  a new  class  of  drugs  for 
the  treatment  of  certain  types  of  angina  pec- 
toris and  supraventricular  arrhythmias  has 
been  approved  by  the  FDA. 

The  Council  also  reiterates  that  it  is  appro- 
priate and  legal  for  physicians  to  prescribe  ap- 
proved drugs  for  uses  not  included  in  their  offi- 
cial labelling  when  they  can  be  supported  as 
rational  and  accepted  medical  practice. 
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Consequences  of  Infections  By 
Epste in-Barr  Virus 

HARRIS  D.  RILEY,  JR.,  MD 


Epstein-Barr  virus  (EBV),  a member  of  the 
herpes  group  of  viruses,  is  one  of  the  most  ubi- 
quitous of  human  viruses.  It  is  the  cause  of 
heterophile-positive  infectious  mononucleosis 
and  of  some  heterophile-negative  cases.  Rarely, 
it  may  produce  involvement  of  the  central 
nervous  system.  The  virus  is  strongly  impli- 
cated as  having  an  etiologic  relationship  to  Af- 
rican Burkitt  lymphoma  and  to  naso- 
pharyngeal cancer.  It  has  possible  patho- 
genetic relations  to  certain  other  diseases  to  be 
mentioned.^  The  EBV  also  is  a leading  candi- 
date for  a human  viral  oncogene.^ 

The  details  of  the  discovery  of  EBV  and  the 
consequences  of  its  infection  constitute  a fas- 
cinating story  in  modern  medical  detection. 

Infectious  mononucleosis  (IM)  is  an  acute, 
usually  self-limited  infectious  disease,  recog- 
nized most  frequently  as  a clinical  entity  in 
older  children,  adolescents,  and  young  adults. 
It  is  characterized  by  the  presence  of  fever  and 
evidence  of  lymphoid  hyperplasia.  These  basic 
findings  often  are  accompanied  by  pharyngitis, 
a skin  eruption,  mild  hepatic  dysfunction, 
hematologic  abnormalities,  and  occasionally 
involvement  and  dysfunction  of  virtually  all 
other  organ  systems.^ 

The  history  of  IM  as  a clinical  entity  dates  to 
the  late  19th  century  in  Germany  when  Emil 
Pfeiffer  in  1889  described  Drusenfieber  or 


glandular  fever.  ^ West  is  credited  with  the  first 
clinical  description  in  North  America.^  In  1920 
Sprimt  and  Evans®  at  Johns  Hopkins  outlined 
clinical  features  of  the  syndrome  in  further  de- 
tail, named  the  condition  infectious  mono- 
nucleosis and  described  the  presence  of  "atypi- 
cal lymphocytes.”  These  unusual  mononuclear 
cells,  though  subsequently  found  to  be  as- 
sociated with  many  virus  infections  and  other 
conditions,  remain  a prominent  feature  of  IM.® 

In  1932,  Paul  and  BimnelH  demonstrated 
the  presence  of  heterophile  antibodies  to  sheep 
red  blood  cells  in  the  sera  of  patients  with  IM. 
This  important  observation  was  translated 
into  a laboratory  diagnostic  test  which,  with 
minor  modifications,  continues  to  be  employed. 

Search  for  the  etiological  agent  of  infectious 
mononucleosis  began  in  the  1920s,  but  met 
with  little  success  until  1942  when  Wising  re- 
ported the  successful  transmission  of  classical 
infectious  mononucleosis  to  a female  medical 
student  volunteer  who  received  250  ml  of  blood 
from  a patient  ill  with  the  acute  disease.  This 
successful  experiment  was  not  reproducible  by 
Wising  in  several  other  attempts,  nor  by  Bank, 
who  carried  out  a similar  set  of  volimteer 
experiments.^  Attempts  to  culture  etiologically 
related  bacteria  and  viruses  from  patients  with 
IM  continued  in  the  late  1940s  and  1950s  but 
were  unsuccessful.  Efforts  to  transmit  the  dis- 
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ease  to  animals  failed.  Interpretation  of 
experimental  efforts  to  transmit  the  disease  to 
humans  was  hindered  by  the  failure  to  under- 
stand the  widespread  occurrence  of  asympto- 
matic infection  in  preadolescents,  as  well  as 
the  absence  of  a serologic  marker  of 
immunity.^’®  Epidemiologically,  the  key 
events  during  this  time  were  the  observations 
of  Hoagland,  who  suggested  that  the  disease 
might  be  transmitted  by  kissing  and  that  the 
incubation  period  was  of  the  order  of  30  to  49 
days.^ 

EB  Virus  Seen  As  Culprit 

Early  in  1968,  evidence  first  appeared  that 
EB  virus  was  the  cause  of  infectious 
mononucleosis.^®  Let  us  now  turn  to  the  story 
of  EB  virus. 

In  1958  Denis  Burkett,^  a British  surgeon, 
described  the  occurrence  of  an  unusual,  rapidly 
growing,  highly  lethal  tumor  in  children  in 
Uganda  and  Central  Africa.  Following  this, 
pathological  studies  by  O’Conor  revealed  that 
the  neoplasm  was  a lymphoma,  despite  its 
sparing  of  lymphoid  tissues  and  its  predilection 
for  extranodal  sites.  O’Conor  also  noted  mor- 
phological evidence  of  intense  reticulo- 
endothelial activity  in  lymph  nodes  and  spleen 
and  suggested  that  some  form  of  antigenic 
stimulation  might  contribute  to  the  ultimate 
development  of  the  neoplasm. 

This  finding  led  Burkitt  to  conduct  a "tumor 
safari”  throughout  Eastern  and  Central  Africa 
where  he  obtained  rather  striking  epidemio- 
logical data.  It  is  a disease  of  children  and  is 
rare  before  the  age  of  2 years  and  after  20 
years.  Afflicted  children  were  identified  from 
the  eastern  to  the  western  coast,  delineating  a 
"lymphoma  belt”  across  the  continent.  More- 
over, the  incidence  of  the  neoplasm  was  related 
to  temperature  and,  inversely,  to  altitude  as 
distance  from  the  equator  increased.  In  1964 
these  observations  prompted  Dalldorf,  in 
nearby  Kenya,  to  suggest  that,  since  holo- 
endemic  malaria  and  Burkitt’s  lymphoma 
shared  a common  geographical  distribution, 
malaria,  by  virtue  of  sustained  immunologic 
stimulation,  might  constitute  a significant 
pathogenic  factor  in  lymphomagenesis.^ 

The  concept  that  the  lymphoma  might  be 
due  to  a virus  was  suggested  by  Burkitt  in 
1962.  Because  of  the  striking  epidemiology,  he 
postulated  that  the  causal  agent  might  be  a 
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vectored  virus.  However,  the  initial  search  for 
an  agent  was  unsuccessful.^^  In  1964  Epstein 
and  Barr^®  reported  the  successful  growth  of 
biopsy-derived  tumor  cells  from  Burkitt  lym- 
phoma tissue  in  the  laboratory;  this  was  fol- 
lowed rapidly  by  the  observation  of  herpes-like 
particles  in  these  cultured  cells  by  electron 
microscopy.  The  agent  was  found  to  be  dis- 
tinct from  other  known  herpes  viruses  of  man, 
and  it  was  designated  as  Epstein-Barr  virus. 
Attempts  to  cultivate  EBV  in  other  tissue  cul- 
ture systems  were  unsuccessful.^^ 

In  1966  immunodiffusion  lines  of  identity 
between  antigens  from  established  lympho- 
blastoid  cell  lines  of  Burkitt  lymphoma  and 
sera  from  patients  with  nasophar3mgeal  car- 
cinoma were  observed.^  Evidence  for  an  etio- 
logic  role  for  EBV  in  the  latter  neoplasm  has 
been  described.® 

Also  in  1966  Drs  Gertrude  and  Werner 
Henle,  at  the  Philadelphia  Children’s  Hospital, 
demonstrated  in  lymphoblastoid  cell  lines  de- 
rived from  Burkitt  lymphoma  an  antigen  that 
reacted  by  indirect  immunofluorescence  with 
sera  from  patients  with  Burkitt  lymphoma. 
This  contribution  greatly  facilitated  epidemio- 
logical and  diagnostic  inquiry.-'  The  follow- 
ing year,  zur  Hausen  in  Germany  established 
that  cultured  lymphoblastoid  cells  bearing  this 
antigen  ultrastructurally  contained  a virus 
similar  to  that  described  by  Epstein,  Achong, 
and  Barr.^ 

Shortly  thereafter  a fortuitous  event 
occurred  in  the  Henles’  laboratory.^®  While 
working  with  EBV,  a technician  in  their 
laboratory  developed  clinical,  hematological, 
and  heterophile-positive  infectious  mono- 
nucleosis. Her  serum,  which  lacked  anti- 
body several  months  prior  to  illness,  developed 
EBV  antibody  during  the  illness.  Whereas 
presickness  blood  lymphocytes  had  failed  to 
grow  in  culture  on  human  diploid  cells,  lym- 
phoc)des  taken  during  the  acute  phase  of  the 
illness  grew  within  four  weeks.  Moreover, 
some  1%  to  3%  of  cultured  cells  harbored  EBV 
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antigens.  This  serendipitous  observation  was 
confirmed  and  led  to  collaborative  studies 
among  the  Henles,  Nierderman,  and  McCol- 
lum in  New  Haven,  establishing  EBV  conclu- 
sively as  the  etiologic  agent  of  infectious 
mononucleosis.*’  ^ 

Further  Development  Noted 

In  1969  and  1970  markedly  elevated  levels  of 
EBV  antibodies  were  demonstrated  by  the 
Henles  in  sera  of  patients  with  nasopharyngeal 
carcinoma  and  Burkitt  lymphoma.  During  this 
same  period,  EBV-DNA  in  neoplastic  cells  of 
African  Burkitt’s  lymphoma  and  nasopharyn- 
geal carcinoma  was  disclosed  by  means  of 
molecular  hybridization  studies.^ 

Two  years  later  Manolov,  in  Lund,  Sweden, 
reported  a characteristic  chromosomal  defect  of 
the  fourteenth  chromosome  in  a high  percent- 
age of  cells  from  direct  preparations  of  surgical 
biopsies  and  cell  cultures  originated  from  Afri- 
can Burkitt’s  lymphoma.^ 

In  1973  several  major  findings  were  re- 
ported. Jondal  and  Klein  in  Stockholm  demon- 
strated receptors  on  B lymphocytes  for  EBV. 
Fialkow  in  Seattle  conclusively  determined 
that  Burkitt  lymphoma  is  monoclonal  neo- 
plasm. Experimental  production  of  lymphomas 
with  EBV  in  nonhuman  primates  was  reported 
by  Shope  et  al  and  by  Epstein  and  coworkers. 

In  1975  Purtilo  et  al  in  Worcester,  MA,  de- 
scribed a Vermont  family,  surnamed  Duncan, 
in  which  male  siblings  and  male  maternal 
cousins  demonstrated  a selective  and  alarming 
vulnerability  to  EBV  infection  that  pursued  a 
lethal  course,  terminating  in  agammaglobu- 
linemia, fatal  infectious  mononucleosis,  or 
lymphoma.*®  This  x-linked  lympho- 
proliferative  syndrome  (XLP)  has  since 
become  a valuable  model  for  the  study  of 
EBV-host  interactions.^ 

Subsequently,  59  affected  males  in  seven  un- 
related kindreds  have  been  comprehensively 
investigated.  A spectrum  of  lymphopro- 
liferative  phenotypes  was  observed.  Thirty- 
four  patients  (59%)  died  from  IM,  eight  (14%) 
had  fatal  IM  and  lymphoma  (immunoblastic 
sarcoma),  nine  (15%)  had  depressed  immunity 
following  EBV  infection,  and  eight  (14%)  de- 
veloped lymphoma.  Several  patients  with  XLP 
syndrome  lacked  EBV  antibodies  despite  infec- 
tion by  EBV.  These  findings  further  suggest 
that  EBV  can  be  an  oncogenic  agent  in  pa- 
tients with  XLP  syndrome  who  are  immune 


deficient.  At  least  100  patients  in  25  kindreds 
with  the  disorder  have  now  been  observed. 

Ataxia-telangiectasia,  an  autosomal  reces- 
sive disease  characterized  by  progressive  cere- 
bellar ataxia,  oculocutaneous  telangiectasia, 
and  recurrent  sinus  and  pulmonary  infections, 
also  is  accompanied  by  various  abnormalities 
of  the  immune  system.  It  is  associated  with  a 
high  incidence  of  neoplasia  — from  10%  to  14% 
of  patients  develop  leukemia  or  lymphoma. 
Chromosomal  studies  of  lymphocytes  reveal 
both  breakage  and  structural  rearrangement 
of  the  long  arm  of  chromosome  14,  a finding 
that  may  constitute  a premalignant  event 
which  predisposes  to  lymphoid  neoplasia.  A 
significant  portion  of  patients  studied  also 
show  the  presence  of  EBV  antibodies,  suggest- 
ing a smoldering  EBV  infection.** 

The  EBV  genome  now  has  been  identified  by 
molecular  hybridization  within  neoplastic  cells 
of  B-cell  immunoblastic  sarcomas  of  B lympho- 
cytes that  arose  in  several  patients  following 
infectious  mononucleosis,  thymic  epithelial 
transplantation  for  severe  combined  immuno- 
deficiency, and  renal  heterotransplantation. 
This  finding  suggests  yet  another  important 
result  of  EBV  infection,  especially  in  immuno- 
logically  vulnerable  hosts. ^ 

Most  of  the  pathologic  changes  associated 
with  EBV  infections  reflect  intense  lymphopro- 
liferative  stimulation  and,  as  noted,  the  results 
of  such  infection  depend  upon  host  reaction.® 
At  first  impression,  it  may  seem  unlikely  that 
infection  with  one  virus  can  induce  such  a wide 
variety  of  host  responses  to  EB  infection,  in- 
cluding subclinical  illnesses,  acute  self-limited 
and  usually  benign  febrile  disorders  such  as 
infectious  mononucleosis,  and  lymphoreticular 
malignancies  such  as  Burkitt  lymphoma  and 
nasopharyngeal  carcinoma.  However,  lymp^o- 
proliferation  is  a common  feature.  It  seems 
likely  that  these  apparently  diverse  conditions 
reflect  host  differences,  some  genetically  de- 
fined, and  others  indicating  developmental  and 
age-related  differences,  resulting  in  some  in- 
stances from  environmental  pressures.®  EBV 
might  be  a causal  factor  in  one  setting  but  not 
in  another  and  there  may  be  several  strains  of 
EBV,  some  of  which  are  oncogenic  and  some  of 
which  are  not.*® 

Recent  studies  suggest  that  pneumonia  is  a 
frequent  non-mononucleosis  form  of  EBV  in- 
fection in  young  age  groups.  A number  of  dis- 
eases involving  the  nervous  system  have  been 
observed  to  have  an  EBV  association.  These 
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include  the  Guillian-Barre  syndrome,  aseptic 
meningitis,  meningoencephalitis.  Bell’s  palsy, 
transverse  myelitis,  and  acute  cerebellar 
ataxia.^"  Further  study  of  larger  numbers  of 
patients  with  these  disorders  is  needed  to  de- 
termine the  precise  relationship  of  EBV  to 
these  disorders. 
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The  early  years... 

the  middle  years... 

the  later  years... 

it’s  never  too  soon  or  too  late 
to  practice  goo(j  health  habits. 

Exercise  regularly,  eat  right, 
manage  stress,  (don’t  smoke, 
use  alcohol  only  in  moderation, 
get  adequate  sleep. 

You  can  bet  your  life  that  total  fitness 
— physical  and  mental  — 
pays  off. 

To  find  out  how  you  can 

make  good  health  a habit  and  Shape  Up  for  Life, 
write  for  free  pamphlets  from 
the  AMA  Auxiliary, 

535  N.  Dearborn  St., 

Chicago,  IL  60610. 

This  message  is  presented  in  the  interests  of  your  good  health  by 
the  American  Medical  Association  Auxiliary,  Inc. 
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News  From 
The  Oklahoma  State 
Department  of 
Health 


Oklahoma  law  (63§1-511)  requires  that  a 
chemoprophylactic  agent  be  placed  in  the  eyes 
of  newborn  infants  to  prevent  ophthalmia  neo- 
natorum and  possible  vision  impairment  re- 
sulting from  this  infection.  Based  on  rules  and 
regulations  from  the  State  Board  of  Health 
which  permit  prophylactic  agents  in  addition 
to  the  traditional  sterile  ophthalmic  one  per- 
cent solution  of  silver  nitrate,  some  specific 
recommendations  for  usage  have  been  issued 
which  will  be  helpful  to  physicians  and  hospi- 
tal staff. 

The  additional  agents  authorized  include 
sterile  ophthalmic  ointment,  solution,  or  sus- 


pension of  tetracycline,  and  sterile  ophthalmic 
ointment,  solution,  or  suspension  of  erythro- 
mycin. Specific  recommendations  for  these 
newer  agents  and  review  of  the  use  of  oph- 
thalmic one  percent  solution  of  silver  nitrate 
should  be  very  useful  to  those  who  actually 
administer  these  agents. 

These  recommendations  are  based  on  those 
from  the  American  Academy  of  Pediatrics,  the 
US  Public  Health  Service,  and  the  National 
Society  to  Prevent  Blindness.  Complete  rec- 
ommendations in  typewritten  form  are  avail- 
able from  the  OSDH’s  Pediatric  Division,  (405) 
271-4471.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  FEBRUARY,  1983 


DISEASE 

FEBRUARY 

FEBRUARY 

JANUARY 

TOTAL  TO  DATE 

1983 

1982 

1983 

1983 

1982 

Amebiasis 

2 

2 

Aseptic  Meningitis 

6 

3 

8 

14 

7 

Brucellosis 

— 

1 

— 

— 

1 

Encephalitis,  Infectious 

2 

4 

1 

3 

5 

Gonorrhea  (Use  Form  ODH-228) 

1254 

1144 

1368 

2622 

2399 

Hepatitis  A 

44 

53 

20 

64 

70 

Hepatitis  B 

7 

22 

6 

13 

32 

Hepatitis  Unspecified 

30 

34 

12 

42 

43 

Malaria 

2 

— 

— 

2 

— 

Measles  (Rubeola) 

— 

— 

— 

— 

— 

Meningococcal  Infections 

7 

3 

1 

8 

6 

Pertussis 

3 

1 

1 

4 

1 

Rabies  (Animal) 

8 

10 

5 

13 

24 

Rocky  Mountain  Spotted  Fever 

— 

— 

— 

— 

— 

Rubella 

— 

1 

— 

— 

1 

Salmonellosis 

63 

12 

15 

78 

25 

Shigellosis 

7 

33 

5 

12 

65 

Syphilis  (Use  Form  ODH-228) 

24 

14 

22 

46 

30 

Tetanus 

— 

— 

— 

— 

— 

Tuberculosis 

23 

40 

20 

43 

66 

Tularemia 

— 

— 

— 

— 

— 

Typhoid  Fever 

1 

2 
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Dr  George  Kamp  of  Tulsa 
Is  New  President  of  OSMA 

Tulsa  radiologist 
George  H.  Kamp,  MD,  is 
the  new  president  of  the 
Oklahoma  State  Medical 
Association.  He  succeeds 
John  A.  McIntyre,  MD,  of 
Enid,  who  served  as 
1982-1983  president  of 
OSMA. 

Dr  Kamp  received  his 
MD  from  the  University  of 
Arkansas  School  of  Medicine  and  completed 
his  residency  in  radiology  in  Arkansas.  He 
served  in  the  US  Army  from  1964  to  1966,  in- 
cluding a tour  of  Vietnam. 

In  1977  Dr  Kamp  became  an  ex-officio  mem- 
ber of  the  OSMA  Board  of  Trustees  and  since 
that  time  has  served  the  board  with  distinc- 
tion. He  has  held  the  posts  of  vice-speaker  and 
speaker  of  the  OSMA  House  of  Delegates  and 
vice-president  of  the  association  before  be- 
coming president-elect.  Dr  Kamp  is  a member 
of  the  Tulsa  City-County  Board  of  Health  and 
was  president  of  the  board  in  1981.  In  1978  he 
served  as  president  of  the  Tulsa  County  Medi- 
cal Society. 

He  is  married  to  Carol  Bailey  Kamp  and  has 
four  children  — Peter,  a freshman  medical 
student  at  the  University  of  Oklahoma;  Lisa 
Steedman,  a student  at  the  University  of 
Tulsa;  David,  and  Marcus.  □ 


AMA’s  Education  Foundation 
Adds  to  Student  Assistance 

The  American  Medical  Association  Educa- 
tion and  Research  Foundation  (AMA-ERF)  has 
added  a new  fund  in  1983,  the  AMA-ERF  Medi- 
cal Student  Assistance  Fund.  The  purpose  of  the 
fund  will  be  to  add  resources  to  the  student 


financial  aid  programs  of  medical  schools,  espe- 
cially the  student  loan  programs. 

The  foundation  has  informed  the  deans  of  US 
medical  schools  of  the  new  program.  The 
AMA-ERF  hopes  to  attract  substantial  re- 
sources for  student  assistance  over  the  coming 
years. 

Donors  will  be  encouraged  to  select  the  school 
to  benefit  from  their  gifts  to  the  new  fund.  Each 
medical  school  will  receive  a list  of  the  donors 
and  their  designated  gifts  on  a monthly  basis. 
The  collected  funds  will  be  disbursed  once  a 
year.  State  medical  associations  will  be  asked  to 
present  the  checks  at  the  time  the  annual  un- 
restricted AMA-ERF  gift  is  presented.  Schools 
will  receive  two  AMA-ERF  checks  beginning  in 
1984. 

A gift  to  AMA-ERF  that  is  designated  for  a 
school  will  be  transmitted  without  a deduction 
for  AMA-ERF  expenses.  Thus,  a designated 
$100  gift  will  provide  $100  for  a school’s  student 
assistance  program. 

While  the  AMA-ERF  expects  that  its  new 
fund  will  generate  great  interest  among  con- 
tributors in  1983,  the  foundation  will  continue 
its  unrestricted  Medical  School  Fund  program 
which  was  begun  in  the  early  1950s.  □ 


Leadership  Manual  Provides 
Orientation  for  Foreign  Grads 

A leadership  manual  titled  Dynomics  of  Polit- 
ical Participation  and  written  for  international 
physicians  and  foreign  medical  graduates  is 
available  on  request  from  the  American  College 
of  International  Physicians. 

The  book  was  published  with  the  help  of  a 
grant  from  the  Educational  Commission  for 
Foreign  Medical  Graduates  (ECFMG)  and  con- 
tains material  helpful  in  orienting  FMGs  to 
medical  organizations  and  their  functions. 

Chapters  cover  a variety  of  subjects,  includ- 
ing American  political  culture,  guidelines  for 
medical  leaders,  American  government  and  the 
legislative  process,  public  policymaking, 
parliamentary  procedure,  and  roles  of  the 
groups  making  up  organized  medicine  in 
America. 

Requests  for  the  book  should  be  sent  to  the 
American  College  of  International  Physicians, 
3030  Lake  Avenue,  Suite  9,  Fort  Wayne,  In- 
diana 46805.  There  is  no  charge  for  the  book; 
however,  there  is  a limit  of  one  copy  per 
request.  □ 


128 


Oklahoma  State  Medical  Association 


Oklahoma  Hospital  Offers 
24-Hour  Delivery  Service 


A new  24-hour  delivery  service  is  now  avail- 
able to  women  who  choose  to  have  their  babies 
at  Oklahoma  Memorial  Hospital  in  Oklahoma 
City. 

Besides  saving  on  hospital  costs,  the  families 
using  this  service  receive  home  visits  by  a nurse 
twice  during  the  first  week  after  leaving  the 
hospital. 

The  service  includes  prenatal  visits  by  ob- 
stetrics nurse  practitioners  who  inform  the  fam- 
ily about  what  to  expect  during  and  after  deliv- 
ery and  how  to  insure  proper  care  for  mother 
and  baby. 

Hospital  officials  estimate  that  1,500  of  the 
facility’s  obstetrics  patients  would  be  eligible 
for  the  service.  Sponsored  by  the  obstetrics  and 
family  medicine  services,  the  new  service  pro- 
vides for  an  assessment  during  a woman’s  first 
prenatal  visit  to  determine  her  eligibility. 

Those  who  are  eligible  and  who  choose  the 
24-hour  delivery  service  are  placed  with  their 
babies  in  a separate  area  in  the  hospital’s  post- 
partum wing,  with  nurses  available  to  prepare 
them  for  their  first  days  at  home.  □ 


Tulsa  physician  Robert  G.  Tompkins,  MD,  shows  a photograph  of 
Saint  Francis  Hospital  to  Pope  John  Paul  II  and  asks  the  Pope  to 
bless  the  hospital.  Dr  Tompkins  visited  the  Vatican  last  fall  during 
his  trip  to  Rome  for  the  International  Congress  of  Catholic  Physi- 
cians. CH 


Yours  now:  FuII'Time 

ACCidENf  PROTECTION 


At  WORk,  AT  hOME,  OR  TRAVElilSiq  — FuII'TImE  AccidENT 
Insurance  pROvidES  24'Ihour  protection  Ior  you  ANd  youR 
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MAy  iNcludE  youR  spousE  ANd  EliqiblE  cbildREN,  too. 

As  A MEMbER  of  tIhE  SpONSORiNq  ORqANiZATiON,  you'll  qET 
This  covERAqE  AT  A COST  Iess  tMan  AN  iNdividuAl  policy.  For 
SpECifiC  iNfORMATiON  ON  COSTS  ANd  COVERAqE,  iNCludiNq 
EXClusiONS,  liMiTATiONS  ANd  TERMS  UNdER  which  THE  policy 
MAy  bE  CONTiNUEd  iN  fORCE,  CONTACT  yOUR  plAN 
AdMiNiSTRATOR. 


This  plAN  is  spoNsoRsd  by 

THE  OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 

AdMiNisTERsd  by 

C.  L.  PRATES  & COMPANY,  INC. 
720  N.W.  50tIh  Street 
OklAhoMA  CiTy,  OklA.  7>I18 

JanIe  CRifllTir  HaroW  WarcIIow 

ElizAbETh  Younc,  Dewitt  Vann 

llNdERWRilTEN  by 

CommercIaI  Insurance  CoivipANy 
of  NEWARk,  N.J. 
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MEDICAL-LEGAL  SEMINARS 

SUMMER  TOUR 

JULY  16-22,  1983 

ACAPULCO  PRINCESS  HOTEL 

One  of  the  world’s  most  beautiful  hotels. 


$699  per  person  includes: 

★ Airfare  from  Oklahoma  City  or  Tulsa  via  American  Airlines 

★ 6 nights  and  7 days 

★ Breakfast  and  Dinner  each  day 

★ Yacht  Cruise 

★ Tips  and  Transfers 


For  registration  information  write: 
Ed  Kelsay 

9c  Medical- Legal  Seminars 
5131  Classen  Blvd.,  Suite  109 
Oklahoma  City,  OK  73118 
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Publications  Judges  Award 
Honorable  Mention  to  Journal 

The  Journal  of  the  Oklahoma  State  Medical 
Association  has  been  awarded  an  honorable 
mention  in  the  state  medical  journal  category  of 
the  eighth  annual  Sandoz  Medical  Journalism 
Competition. 

Criteria  for  the  award  include  excellence  in 
design  and  editorial  content.  The  association 
and  the  Journal  staff  were  presented  with  a 
Medical  Journalism  Award  certificate  in  recog- 
nition of  their  accomplishments. 

First  prize  in  this  year’s  contest  went  to  the 
Journal  of  the  Florida  Medical  Association.  □ 

Patient  Instruction  Sheets 
Cover  20  Additionai  Drugs 

The  American  Medical  Association  (AM A) 
now  has  available  to  physicians  20  new  Patient 
Medication  Instruction  (PMI)  leaflets. 

The  new  PMIs  cover  the  following  drugs; 


lithium,  haloperidol,  hydralazine,  guanethi- 
dine,  valproic  acid,  ethosuximide,  allopurinol, 
oral  xanthine  derivatives,  thyroid  replace- 
ment, metronidazole,  oral  clinda- 

mycin/lincomycin,  oral  chloramphenicol, 
levodopa/carbidopa  and  levodopa,  ergot  de- 
rivatives, indomethacin,  phenylbuta- 
zone/oxyphenbutazone,  quinidine/pro- 

cainamide,  iron  supplements,  verapamil, 
and  nifedipine. 

The  addition  of  these  PMIs  brings  to  40  the 
number  of  instruction  sheets  covering  com- 
monly prescribed  drugs  or  drug  classes.  PMIs 
are  a simple  and  inexpensive  way  to  help  physi- 
cians communicate  drug  information  to  pa- 
tients at  the  time  a prescription  is  written. 
Sheets  are  printed  on  both  sides  in  clear  lan- 
guage detailing  the  purpose  of  the  drug,  how  it 
is  to  be  taken,  and  what  possible  side  effects  it 
may  have. 

PMIs  are  bound  in  pads  of  100  sheets  and  are 
available  to  physicians  for  50  cents  per  pad. 
They  may  be  ordered  from  the  PMI  Order 
Department,  American  Medical  Association, 
PO  Box  52,  Rolling  Meadows,  Illinois  60008.  □ 


Pension  ■ Consultants,  Ino. 


THE  PROFESSIONAL  TEAM 
WITH  A PENSION  FOR  PROFITS 

PROGRAMS  AIMED  AT  NOT  ONLY  ACCUMULATING  • BUT  PRESERVING  YOUR  CAPITAL 


TAX  Piy\NNING 
ESTATE  Piy\NNING 


FINANCIAL  PLANNING 
PENSION  PLANNING 


ACCOUNTING  SERVICES 
ACTUARIAL  SERVICES 


ALL  SERVICES  ARE  FEE  BASED 

3 11 3 CLY\SSEN  BLVD.  OKLAHOMA  CITX  OKLAHOMA  73 1 1 8 (405)  521-8016 
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OKLAHOMA 

CALL 


COLLECTION  SPECIALISTS  IN  PAST-DUE 
ACCOUNTS 


TULSA 

ADJUSTMENT 
BUREAU.  INC. 

1754  Utica  Square  TULSA,  OKLAHOMA 
(918)  749-1481 

Toll  Free  in  Oklahoma 
1-800-722-2703 
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Healthy  People  Need  Medical 
Exams  at  Regular  Intervals 

Healthy  young  adults  should  have  medical 
examinations  once  every  five  years;  youngsters 
every  year  or  two;  and  people  in  their  prime  (40 
to  65  years  old)  at  one-  to  three-year  intervals, 
according  to  recommendations  from  major  med- 
ical specialty  organizations  and  the  American 
Medical  Association. 

The  guidelines  are  based  on  the  premise  that 
periodic  medical  evaluations  of  healthy  indi- 
viduals is  important  for  the  early  detection  of 
disease,  particularly  such  treatable  conditions 
as  amblyopia,  diabetes  mellitus,  cervical 
cancer,  hypertension,  and  glaucoma.  With  reg- 
ular surveillance,  a physician  can  also  recog- 
nize the  development  of  risk  factors  for  disease 
and  can  intervene  with  counseling  and  treat- 
ment. 

The  frequency  of  these  examinations  and  the 
procedures  to  be  performed  will  vary  with  the 
patient’s  age,  occupation,  socioeconomic  status, 
heredity,  and  other  individual  factors. 

A recommendation  also  was  made  that  physi- 
cians improve  their  skills  in  dealing  with  pa- 
tients’ lifestyle  problems  such  as  hypertension, 
obesity,  anxiety,  and  depression,  and  excessive 
use  of  alcohol,  tobacco,  and  drugs.  □ 


President’s  Council  Urges 
Support  of  Fitness  Goals 

The  President’s  Council  on  Physical  Fitness 
and  Sports  is  urging  physicians  to  support  and 
work  actively  toward  attaining  its  1990  Na- 
tional Exercise  and  Fitness  Goals. 

Objectives  endorsed  by  the  council  and  de- 
veloped by  the  Public  Health  Service  specify  the 
proportion  of  children,  adolescents,  and  adults 
that  should  be  participating  regularly  in  physi- 
cal fitness  activities  by  1990;  the  proportion  of 
employees  of  companies  and  institutions  that 
should  have  access  to  employer-sponsored  fit- 
ness programs  by  1990;  and  the  data  that  need 
to  be  available  to  assess  and  evaluate  the  effects 
of  participation  in  physical  fitness  programs. 

Included  in  the  objectives  is  a recom- 
mendation that  by  1990,  the  proportion  of 
primary  care  physicians  who  include  a careful 


exercise  history  as  part  of  their  initial  examina- 
tion of  new  patients  should  exceed  50%. 

Copies  of  the  council  newsletter  that  outlines 
the  1990  National  Exercise  and  Fitness  Goals 
may  be  obtained  from  Glenn  V.  Swengros,  Di- 
rector, Federal-State  Relations,  The  President’s 
Council  on  Physical  Fitness  and  Sports,  450  5th 
Street,  NW,  Suite  7103,  Washington,  DC 
20001.  □ 


CPI  Medical  Care  Sector 
Continues  to  Rise  Rapidly 

While  other  inflation  rates  are  holding 
steady,  the  medical  care  sector  of  the  Consumer 
Price  Index  (CPI)  continues  to  experience 
double-digit  rates  of  inflation.  The  medical  care 
component  of  the  CPI  rose  at  an  annualized  rate 
of  12.8%  in  February.  The  physicians’  services 
component  increased  at  a slightly  higher  rate, 
while  the  hospital  room  component  rose  at  a 
substantially  higher  rate.  □ 


Wilshire  Garden 
Office  Park 


Luxury  office  space  designed  with  professional 
tenants  in  mind.  Single  office  to  7000  sq.  ft. 
building  with  reception  service  available.  Im- 
mediate occupancy  or  custom  finish  to  your 
requirements.  Easy  and  quick  access  to  hospi- 
tals. 

Luke  Rodgers  Call  848-2055 

Ted  Rodgers  or  364-2920 

425  W.  Wilshire 
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Deaths 

VIRGIL  RAY  FORESTER,  MD 
1907  - 1983 

Virgil  Ray  Forester,  MD,  retired 
Oklahoma  City  internist,  died  March 
8,  1983.  A native  of  Shawnee,  Dr 
Forester  had  received  a doctorate  in 
science  degree  from  the  University  of 
Missouri  and  was  graduated  from  the 
University  of  Oklahoma  College  of 
Medicine  in  1944.  He  had  taken  post- 
graduate work  in  gastroenterology 
and  psychiatry.  Following  his  retire- 
ment in  1976,  he  served  as  consultant 
with  the  Department  of  Human  Ser- 
vices for  the  State  of  Oklahoma.  In 
1977  the  OSMA  awarded  Dr  Forester 
a Life  Membership. 


SELWYN  A.  WILLIS,  MD 
1922-1982 

Selwyn  A.  Willis,  MD,  60,  a Tulsa 
specialist  in  occupational  medicine, 
died  March  3,  1983.  A native  of  Bowie, 
Texas  Dr  Willis  was  graduated  from 
Southwestern  Medical  School  of  the 
University  of  Texas  in  1954.  He  prac- 
ticed in  Arlington,  Texas  for  five  years 
before  establishing  his  practice  in 
Tulsa.  Dr  Willis  served  with  the  US  Air 
Force  during  World  War  II.  □ 


In  Memoriam 

1982 


A.  A.  Walker , MD 
Wesley  Russell  Mote,  MD 
Thomas  H.  Fair,  MD 
Clyde  E.  Harris,  MD 
Tillman  A.  Ragan,  MD 
Floyd  T.  Hubbard,  MD 
William  A.  Eastland,  MD 


July 
July  24 
August  15 
September  1 
September  5 
September  23 
October  3 


William  J.  Craig,  MD 

October  19 

William  M.  Wood,  MD 

October  30 

Hugh  C.  Graham,  Sr.,  MD 

November  11 

John  David  Wilson,  MD 

November  11 

Clinton  Gallaher,  MD 

November  15 

Bert  F.  Keltz,  MD 

November  30 

Berget  H.  Blocksom,  MD 

December  26 

Harold  T.  Baugh,  MD 

December  28 

1983 

Dewey  K.  Rhea,  MD 

January  3 

Fred  C.  Buffington,  MD 

January  4 

C.  D.  Cunningham,  MD 

January  26 

William  S.  Jacobs,  MD 

February  9 

John  R.  Little,  MD 

February  11 

L.  A.  S.  Johnston,  MD 

February  16 

Selwyn  A.  Willis,  MD 

March  3 

Virgil  Ray  Forester,  MD 

March  8 

□ 

POSITION  ANNOUNCEMENT 


If 


City  Physician 

City  of  Tulsa,  Oklahoma 


Position  Description 

The  City  Physician  is  responsible  for  the  operation  and 
maintenance  of  a City  health  facility  which  provides  treat- 
ment of  minor  injuries  and  general  health  care  examina- 
tions for  all  City  employees.  This  position  works  under 
general  direction  from  the  Personnel  Director  in  establish- 
ing appropriate  medical  procedures  and  records  keeping 
systems  to  assure  a high  standard  of  health  service  in  the 
practice  of  Occupational  Medicine. 


Requirements 

Graduation  from  an  accredited  medical  school  and  pos- 
session of  a license  to  practice  medicine  in  the  State  of 
Oklahoma,  with  five  years  of  professional  experience  in 
the  practice  of  medicine.  Past  experience  in  Occupational 
Medicine  is  highly  desirable. 


Pay  and  Benefits 

The  compensation  package  consists  of  a starting  pay  rate 
of  55K  to  60K  and  employee  benefits  which  include  paid 
Life,  Health  and  Dental  Insurance,  Paid  Vacations  and 
Sick  Leave,  Paid  Holidays,  Retirement  Plan  and  other  op- 
tional benefit  plans.  Credit  Union  Membership  is  available 
for  City  Employees. 

Employment  Application 

All  applications  and  inquiries  will  be  treated  in  a confiden- 
tial manner.  Interested  parties  should  contact: 

Dennis  Jones 
City  of  Tulsa, 

Personnel  Department 
200  Civic  Center 
Tulsa,  OK  74103 
AC  918-592-7436 


An  Equal  Opportunity/ Affirmative  Action  Employer 
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Oklahoma  State  Medical  Association 


An  Open  Letter  from  the  Oklahoma  Alliance 
on  Aging  to  the  Practicing  Physicians  of  Okla- 
homa 

Dear  Friends: 

This  letter  is  written  in  the  hope  that  it  may 
be  the  beginning  of  a candid  and  friendly 
dialogue  to  address  health  care  concerns  which 
are  important  to  elderly  Oklahomans  and  to 
their  doctors.  Three  years  ago  the  major  im- 
petus for  organization  of  the  Oklahoma  Al- 
liance on  Aging  was  provided  by  the  need  for 
nursing  home  reform  and  for  creative  combina- 
tions of  health  and  supportive  services  which 
would  enable  more  of  our  frail  elderly  people  to 
remain  in  their  own  homes.  We  have  made  some 
limited  progress  in  these  areas.  Although 
numerous  other  kinds  of  issues  are  now  on  the 
alliance  agenda,  health  care  matters  remain 
very  high  on  our  list. 

The  alliance  is  a statewide  coalition  of  or- 
ganizations, agencies,  and  individuals  repre- 
senting about  300,000  people,  working  to  im- 
prove the  quality  of  life  for  older  Oklahomans. 
A great  many  of  our  members,  including  my- 
self, are  volunteers.  My  background  is  in  the 
health  field,  originally  as  a medical  parasito- 
logist. I have  prepared  some  of  the  state’s  major 
health  manpower  reports.  At  age  62,  I am  not 
yet  eligible  for  Medicare,  but  my  husband  is 
now  one  of  its  beneficiaries. 

As  a result  of  the  participation  of  a few  physi- 
cians in  meetings  of  the  Oklahoma  Senate  Spe- 
cial Committee  on  Medicare,  the  opportunity  to 
initiate  this  kind  of  communication  was  offered. 
The  Medicare  Committee  was  created  in  re- 
sponse to  a request  from  the  Alliance  on  Aging 
and  the  Silver  Haired  Legislature  for  meetings 
to  bring  together  all  parties  involved  to  consider 
what  might  be  done  at  the  state  level  to  address 
problems  with  Medicare  Part  B.  Tip  of  this  very 
large  iceburg  is  the  perception  that  too  few 
physicians  accept  Medicare  assignment.  This 
has  been  interpreted  by  many  elderly  people. 


when  coupled  with  their  individual  experi- 
ences, to  mean  that  doctors  are  usually  in- 
sensitive to  health  care  costs  and  uncaring 
about  the  financial  difficulties  and  life  stresses 
of  growing  old.  Personal  losses  and  the  struggle 
to  survive  are  integral  to  the  health  status  of 
the  old. 

Paradoxically,  older  people  who  have  long- 
term family  physicians,  and  even  those  who  do 
not,  usually  have  enormous  personal  respect  for 
the  doctor  who  cares  for  them.  They  nearly  al- 
ways pay  their  medical  bills.  A few  of  them  do 
this  silently  even  though  they  may  not  be  able 
to  afford  to  fill  prescriptions  and  may  be  doing 
without  other  necessities.  They  have  been  too 
timid  or  too  proud  to  ask  for  help,  and  many  who 
need  to  file  Medicare  claims  have  failed  to  do  so 
because  they  have  been  confused  by  the  forms. 
Bills  often  are  not  itemized.  Occasionally  there 
are  reports  of  doctors  who  charge  five  dollars  to 
complete  a Medicare  form.  More  communica- 
tion is  clearly  needed  between  elderly  patients 
and  their  physicians,  with  the  responsibility 
resting  on  both  sides. 

Oklahoma  physicians  are  conservative.  Some 
flatly  state  that  they  do  not  work  for  the  federal 
government  and  they  resent  the  intrusion  of 
Medicare  into  the  doctor-patient  relationship. 
They  say  Medicare  has  created  unreasonable 
expectations.  They  point  out  that  doctors  de- 
liver a significant  amount  of  charity  care.  While 
appreciating  what  doctors  are  saying  about 
charity  care,  I am  troubled  because  charity, 
dignity,  and  hope  rarely  go  hand  in  hand.  Dig- 
nity and  hope  are  profoundly  important  to  the 
elderly. 

Senator  Bernest  Cain  chaired  the  Oklahoma 
Senate  Medicare  Committee  meetings,  and  I 
served  as  vice-chairman.  We  studied  an  enorm- 
ous amount  of  information.  We  noted  that  the 
outdated  Medicare  Economic  Index  is  un- 
realistic and  has  led  to  serious  inequities  which 
are  worsened  by  urban-rural  differentials.  We 
also  noted  that  the  use  by  Medicare  of  charge 
"profiles”  for  individual  physicians  provided  an 
incentive  to  doctors  to  increase  charges  for  a 
service  in  order  to  raise  the  area  Medicare 
allowable  reimbursement.  There  are  certainly 
major  flaws  in  the  system.  Medicare  is  not  going 
to  go  away,  however,  and  we  shall  have  to  work 
realistically  to  address  the  problems. 

When  the  Senate  Committee  started  to  meet 
in  May  of  1982,  the  rate  of  acceptance  of 
assignment  of  Medicare  claims  was  about  41 
per  cent,  lowest  in  our  region.  As  the  committee 
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finished  its  work  in  February  of  1983,  the  rate 
had  dropped  to  36.1  per  cent.  In  November  of 
1982  it  was  only  32.9  per  cent.  The  national 
average,  meanwhile,  has  increased  slightly  to 
52.8  percent.  We  did  not  find  that  reimburse- 
ment rates  were  lower  in  Oklahoma  than  in 
many  other  states  that  had  much  higher 
assignment  rates.  Claim  processing  and  related 
services  were  discussed.  Comments  both  pro 
and  con  have  been  made  about  the  effectiveness 
of  the- Part  B carrier  in  Oklahoma. 

We  expect  to  listen  thoughtfully  to  your  re- 


sponses. We  also  hope  you  may  choose  to  help  in 
some  specific  ways.  Most  of  the  young  people 
who  enter  medical  school  do  so  with  tremendous 
idealism.  By  the  time  they  complete  their  resi- 
dencies and  enter  medical  practice,  over- 
whelming realities  have  engulfed  them.  I be- 
lieve the  idealism,  although  sometimes  latent, 
is  always  there. 

Sincerely, 

Vivian  S.  Smith,  PhD 
Chairman,  Oklahoma 

Alliance  on  Aging  □ 


Miscellaneous  Advertisements 


FOR  SALE:  Bennett  IPPB  therapy  unit;  of- 
fice size  motorized  suction  machine  and  treat- 
ment table  (Sklar  Co.);  hydraulic  treatment 
chair  with  Ritter  unit;  operating  lamp,  model 
400;  heat  lamp;  eye,  ear  nose  and  throat  office 
instruments;  water  sterilizer  and  Beltone 
Audiometer.  Contact  J.  Morgan  Bush,  MD,  713 
Sugar  Maple  St.,  Ponca  City,  OK  74601.  (405) 
765-3466. 


PROFESSIONAL  RESUME  SERVICES, 
1125  South  Cedar  Crest  Boulevard,  Allentown, 
Pennsylvania  18103.  We  provide  resume  pre- 
paration for  physicians.  Prompt  and  con- 
fidential. All  specialities.  Call  or  write  for  in- 
formation. (215)  433-4112. 


FOR  SALE:  X-ray  unit,  300  ma,  with  cas- 
settes, hangers,  bins,  etc.  Priced  to  sell.  Call 
(918)  336-6160  after  5:00  PM. 
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Twenty-eight  member  multi-specialty  clinic 
seeks  a yoimg,  aggressive  OB/GYN  physician. 
Central  Oklahoma  college  community  of 
20,000  with  a service  area  of  100,000,  located 
40  miles  from  Oklahoma  City.  Guaranteed 
first  year  salary  of  $75,000  plus  incentive 
bonus  based  on  productivity,  over  $15,000  in 
fringe  benefits,  five  week  paid  vacation  and 
one  week  paid  continuing  medical  education 
time  during  the  first  year.  Direct  inquiries  to 
Alan  Weedn,  MD,  Chickasha  Clinic,  PO  Box 
1069,  Chickasha,  OK  73018  or  telephone  (405) 
224-4853. 


A 162-BED  JCAH  accredited  hospital  look- 
ing for  a board  certified  anesthesiologist.  Im- 
mediate need.  Good  opportunity,  hospital  has 
plans  for  new  surgery  suite.  Hospital  located  in 
outdoor  recreational  area  close  to  lakes.  Con- 
tact Howard  Walker,  Administrator,  Memorial 
Hospital,  Ardmore,  OK,  (405)  223-5400.  D 

Oklahoma  State  Medical  Association 


Anxious  patients 
improve  in  just 
a few  days 


) And  what  is  more  reassuring 
t to  an  excessively  anxious 
li  patient  than  medication  that 
i promptly  starts  to  relieve  his 
I discomforting  symptoms? 

J.Vilium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  through- 
out the  course  of  treatment. 

There  are  other  impor- 
t^tant  benefits  with  Wium  as  well — along  with  its 
broad  clinical  range,  Valium  has  an  efificacy/safety 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 


p experience,  undoubtedly  including  yours.  And, 
fas  you  must  have  observed,  side  effects  more 
I serious  than  drowsiness,  fatigue  or  ataxia  rarely 
i occur.  Nevertheless,  as  with  any  CNS-aaing 
I agent,  patients  should  be  cautioned  about  driv- 
I ing,  operating  hazardous  machinery  or  ingesting 
I alcohol  or  other  CNS-depressant  drugs  while 
’’taking  Valium. 

Yet  another  benefit  \filium  affords  is  flexibility 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets.  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2 1/2  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease’^"  (diazepam/Roche ) 
15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Wium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Wium  (or  Valrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  tlie  built-in 
tapering  aaion  of  Valium  and  Vilrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

\^um® 

diazepam/Roche 


Copyright  ©1983  by  Roche  Products  Inc.  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page.  Z RQCHE 


V^ilium*  (diazepam'Roche)®  Tablets 

Valrelcase™  ( diazepanv'Roche  ) (V  slow-release  Capsules 

Injectable  Valium®  (diaaepam'Roche)  @ 

Before  prescribing,  please  consult  complete  product  information,  a summarj’ 
of  which  follows: 

Indications:  Management  of  anxiet>-  disorders,  or  shon-lerm  relief  of  sy  mptoms 
of  anxiety.  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion. tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunaively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome.  Oral  forms  may  be  used  adjunaively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunaively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endo.scopic/surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications;  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  u.sed  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-aaing  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  {eg.,  operating  machinery,  driving).  'S’ith- 
drawal  symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  u.se  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months  After  extended 
therapy,  gradually  taper  do.sage.  Keep  addiaion-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increa.se  in  frequency  and/or  severity  of  grand  mal  .seizures 
may  require  increase  in  do,sage  of  standard  anticonvulsant  medication;  abrupt 
w ithdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quency and/or  se\erit>'  of  seizures. 

iNjRCTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  IV:  inject  slowly  taking  at 
least  one  minute  for  each  5mg(l  ml)  given:  do  not  use  small  veins,  i.e., dorsum 
of  band  or  wrist:  use  extreme  care  to  avoUl  intraarterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
nuiy  he  injected  slowly  tl/rough  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Admini.ster  with  e.xtreme  care  to  elderly,  vety  ill,  those  with  limited  pulmonaiy 
re,ser\’e  because  of  possibiliq-  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depre,s.sants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  When  u.sed  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  do.sage  at  least  L'3,  administer  in 
small  increments.  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depre.ssion  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  u,se. 

Efficac\/safet\’  not  established  in  neonates  (age  30  da\s  or  less);  prolonged  CNS 
depression  ob.served.  In  children,  give  slowly  (up  to  0.25  mg'kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  iter  15  to  30  min- 
utes. If  no  relief  after  third  administration,  appropriate  adjunaive  therapy  is 
recommended 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefulK- 
consider  individual  pharmacologic  effects  — particularly  with  known  compounds 
which  may  potentiate  aaion  of  cliazepam,  i.e  . phenothiazines,  narcotics,  barbitu- 
rates. MAO  inhibitors  and  antidepressants.  Proteaive  measures  indicated  in 
highly  anxious  patients  with  accompanv  ing  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  funaion.  Limit  oral  dosage  to 
smallest  effeaive  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation (initially  2 to  ZVz  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
as.sociation  with  Tagamet  (cimetidine)  admini.stration.  The  clinical  significance  of 
this  is  unclear. 

INJECTABLE  /Mthough  promptly  controlled,  .seizures  may  return:  readminister  if 
necc.s.sary,  not  recommended  for  long-term  maintenance  tlierapy.  Larv  ngospasnv 
increased  cough  reflex  are  ptjssible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  neces.saty  countermeasures  available  Hvpotension  or 
muscular  weakne.ss  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol  Use  lower  do.ses  (2  to  5 mg)  for  elderly'debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion. diplopia,  dysarthria,  headache,  hepotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  saliv  ation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical  reacTions  such  as 
acute  hvperexcited  states,  anxietv,  hallucinations,  increased  muscle  spasticitv; 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  funaion  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  aaivity,  ob.served  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

iNIECTABLE  Venous  thrombosis/phlebitis  at  injeaion  site,  hypoaaivity;  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effea. 

ORAi  Adults:  Anxiety  disorders,  relief  of  symptoms  of  anxiety — \ftlium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d to  q.i.d.;  or  1 or  2 Vftlrelease  capsules  (15  to 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed  Adjunaively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily.  Adjunaively  in  convulsive  disorders — tablets.  2 to  10  mg  b i d.  to  q i d.;  or 
1 or  2 capsules  ( 15  to  30  mg)  once  daily 

Geriatric  or  debilitated  patients:  Tablets — 2 to  2'/2  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions).  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily- 
dose 

Children:  Tablets — 1 to  2‘/2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Milium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months/ 

INJECTABLE;  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I M.  or  I.Y, 
depending  on  indication  and  severity  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfaaory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added  (See  VCftmings  and  Adverse  Reactions.) 

For  dosages  in  infanrs  and  children  see  below;  have  resu.scitative  facilities 
available 

IM  use.  by  deep  injection  into  the  muscle 

I V itse:  inject  slowly  take  at  least  one  minute  for  each  5 mg  (1  ml)  git  'en  Do 
not  use  small  teins,  i.e.,  dorsum  of  hand  or  wrist  Use  extreme  care  to  aibid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  soltdions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible 
to  administer  Valium  directly  I V,  it  may  he  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  L\L  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  L.M  or  LY,  repeat 
in  3 to  4 hours  if  neces.sary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  lY  initially, 
then  5 to  10  mg  in  3 to  4 hours  if  nece.ssary.  Muscle  .spasm,  in  adulrs.  5 to  10  mg 
I.M.  or  LY  initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses);  in  children  administer  IV  slowly;  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  L.M  or  LV,  repeat  every'  3 to  4 hours  if  neces,sary; 
in  children  5 years  or  older.  5 to  10  mg  repeated  every  3 to  4 hours  as  needed. 
Respiratory  assistance  should  be  available. 

Status  epilepticus,  sesere  recurrent  convulsive  seizures  (IN'  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals  up 
to  30  mg  maximum  Repeat  in  2 to  4 hours  if  nece.s,sary,  keeping  in  mind  possi- 
bility of  residual  aaive  metabolites.  I'se  caution  in  pre.sence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
(under  5 years).  0.2  to  0 5 mg  slowly  every  2 to  5 min  , up  to  5 mg  ( LV  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow  LV 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful. 

In  endoscopic  procedures,  titrate  I \!  dosage  to  desired  sedative  re.sponse,  gener- 
ally 10  mg  or  less  but  up  to  20  mg  ( if  narcotics  are  omitted)  immediately  prior  to 
procedure;  if  LV  cannot  be  u.sed,  5 to  10  mg  I.M  approximately  30  minutes  prior 
to  procedure  As  preoperative  medication,  10  mg  I.M  ; in  cardioversion,  5 to 
15  mg  LV  within  5 to  10  minutes  prior  to  procedure.  Once  acute  symptomatology 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosagc:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blorxi  pre.ssure;  employ- 
general  supportive  measures,  LY  fluids,  adequate  airway  Use  levarterenol  or 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL  \'alium  .scored  tablets — 2 mg.  white;  5 mg,  yellow;  10  mg,  blue — bottles  of 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Do.se®  pack- 
ages of  100,  available  in  trays  of  -i  reverse-numbered  boxes  of  25  and  in  boxes 
containing  10  strips  of  10. 

Vftirelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue), 
bottles  of  100;  Prescription  Paks  of  30 

INJECTABLE  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml.  bo.xes  of  1;  Tel-E-Ject®  (dis- 
posable syringes),  2 ml.  boxes  of  10  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  .sodium  benzoate 
and  benzoic  acid  as  buffers,  and  15%  benzyl  alcohol  as  preservative. 


Cardiovascular  Disease: 
Prevention  and  Recovery 


Presented  by 


Baptist  Medical  Center  of  Oklahoma 


and 


The  American  Heart  Association 


JUNE  10-11,  1983 

The  Cardiovascular  Conference  will  include  presentations  by 
Stanford  University  Epidemiologist.  Ralph  Paffenbarger.  M D,. 
and  the  Medical  Director  of  the  Framingham  Heart  Study. 

William  Castelli.  M D 

Other  notable  speakers  are  Nathan  Pritikin.  PhD.,  author  of 
the  Pritikin  Diet.  Ralph  Lazarra.  M D..  Chief,  Cardiovascular 
Section.  OU  Health  Sciences  Center,  and  James  Buell.  M.D.. 
Assistant  Professor  of  Medicine.  Department  of  Preventative 
and  Stress  Medicine.  University  of  Nebraska 

The  Conference  will  be  held  at  the  Sheraton  Century  In 
Oklahoma  City  and  is  designed  for  physicians  and  allied 
health  professionals.  The  conference  focus  is; 

The  Prevention  of  Heart  Disease 
The  Three  Elements  of  Heart  Disease 

• The  Description;  Progress  in  prevention  of  heart  disease 

• The  Problems;  Risks  of  intervention 

• The  Changes:  Measurable  effects  of  life  style  on  car- 
diovascular disease 

Baptist  Medical  Center  certifies  that  this  conlinurng  medical  education  offering  meets 


American  Heart 
Association 


Cardiac  Rehabilitation 

• Discussing  the  current  information  relative  to  cardiac 
rehabilitation 

• Increasing  cardiac  rehabilitation  knowledge  and  skills  of 
physicians,  nurses,  therapists,  nutritionists  and  allied  health 
professionals 

• Integrating  research  into  the  practice  of  cardiac 
rehabilitation 

Fees:  $80  — Health  Professionals 

(lunch  and  breaks  provided  in  charge) 

$45  for  students  (with  verification) 

For  registration  material  contact. 

Melanie  Hemry.  R.N. 

Baptist  Medical  Center 
c/o  PACER  Fitness  Center 
3401  Northwest  56th  Street 
Oklahoma  City,  OK  73112 

the  criteria  for  12  hours  credit  according  to  the  ACCME 


Baptist  Medical  Center  of  Oklahoma 

3300  Northwest  Expressway 
Oklahoma  City.  Oklahoma  73112 


WE'RE  FIGHTING  FOR  YOUR  LIFE 


RALPH  PAFFENBARGER,  M.D. 
Epidemiotogist, 

Stanford  University 


WILLIAM  CASTELLI,  M.D. 
Medical  Director, 
Framingham  Heart  Study 
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Have  the  new  pension  laws  got  you  down? 

Why  employ  when  you  can  lease? 

Staff  leasing  will  reduce  your  taxes  and  increase  gour  net  earnings 


Your  staff  will  enjoy  superior 
employee -benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• \Ne  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 


Our  staff  leasing  arrangement  is  also  a recognized  solution  for  those  professional 
corporations  which  are  faced  with  the  affiliated  service  group  problems,  under  IRC 
Section  414  (m). 


J 


STAFF  LEASING,  INC. 

The  Employee  Leasing  Company 


IN  OKLAHOMA  CALL 
(405)  943-3310 


IN  TEXAS  CALL 
(214)  343-8682 


POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 


Oklahoma  State  Medical  Association 


Pediatric  Drops 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Our  many  years  funding  leases  for  Doctors  reflects  minimum  exposure,  therefore  eliminating  the  need  for  normal  reserve 
accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American  Medi-Lease  requires  NO  Down-Payment. 

Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment,  which  is  responsible  for  our  total  Service  Leasing  Program  — Exclusive  for  the  Medical  Profession. 

Our  intent  is  always  to  maintain  the  lowest  preferred  rates  and  unprecedented  service,  while  attaining  the  highest  degree  of 
integrity  with  responsible  communication  with  our  customers. 

KEY  ADVANTAGES: 

LEASE : Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 

costs. 

TERMS:  24-,  36-,  48-,  and  60-month  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun  280- 

280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st  or  15th  of  the  month  eliminating  calendar  referral  for  disbursement 
of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Lessee,  on  request. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 

by  making  a request  to  American  "Medi-Lease"  as  we  assure  Lessees  have  the  most  convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn-over"  to  another  new  vehicle  approxi- 

mately every  two  years  without  additional  investment. 

PURCHASE  OPTION:  Lessee  has  the  option  to  purchase  any  time  after  12  months  or  at  (present)  end  of  term  value. 


EXAMPLE  LEASE  RATES 


Based  on  NEW  1983  prices  with  availability.  Most  are  luxury -equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Honda  Accord  4 dr. 

Toyota  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW  320i 

Datsun  280  ZX 

Audi  5000s 


237.00  per  month 

249.00  per  month 

253.00  per  month 

418.00  per  month 

351 .00  per  month 

346.00  per  month 

459.00  per  month 


Porsche  924 
Mercedes  240  Diesel 
Cadillac  Eldorado 
Mercedes  380  SD 
Mercedes  380  SL 
Rolls  Royce  Silver  Spirit 


621 .00  per  month 

439.00  per  month 

490.00  per  month 

772.00  per  month 

889.00  per  month 
2166.00  per  month 


Rates  forgll  makes  and  models  on  request. 

We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic.  You  tell  us  what  you  want  (make,  model,  color 
and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  convenience. 
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6600  N.  .Meridian.  Suite  254,  Oklahoma  City,  Oklahoma  73132 

(405)  848-9807 

Oklahoma  Toll  Free  1-800-522-9262 


HOME  OFFICE 
6950  N Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Free  1 -800-527-7575 


National  Information  & Customer  Service  — Toll  Free  1-800-527-7575 

to  C^rrnoo  lor  the  ^rolcvsion" 


MIAMI  • SHREVEPORT  • PHOENIX  • LOS  ANGELES  • DENVER  • BROWNSVILLE  • OKLAHOMA  CITY  • SAN  DIEGO  • HOUSTOt 


OFTEN  INSEMRABLE:  PAIN  AND  ANXIETY 


A pathologic  partnership 
one  sees  every  day 

Pain — triggering  anxiety — 
which  accentuates  the  percep- 
tion of  pain... together  they're 
worse  than  either  alone. 

And  since  they're  usually  both 


present  in  musculoskeletal  of  meprobamate — because 

disorders,  the  best  therapy  is  together  they're  better  than 
often  a combination  of  anal-  either  alone. 

gesic  and  anxiolytic  agents.  important  information  on  next  page 

Equagesic  --M  combines  Laboratories 

pain  relief  of  aspirin  with  the  j a 
tension-reducing  properties  MM 


f f y I 

AJ 


Phil.nJpIphia  P.1  19101 


tablets 


Suagesid-M 

, . robamate  with  aspirin)  (S  Wyeth 

Effe^ve  analgesic/anxiolytic  alliance 


Prompt,  effective  relief  from  the  dual  burden 

of  pain  and  anxiety 

tablets 

Equagesid-M 

(meprobamate  with  aspirin]  © Wyeth 

Effective  analgesic/anxiolytic  alliance 

Proven  superior  to  aspirin  alone  in  controlled  clinical  trials 


(BRIEF  SUMMARY) 

DESCRIPTION . Each  tablet  corttoms  200 
mg  mepfobamate  and  325  mg  aspirin 
INDICATIONS;  Adjunct  in  short-term 
treatment  of  pain  occompanied  by 
tension  and/or  anxiety  in  potients  with 
musculoskeletal  disease  Clinical  trials 
demonstrated  m these  situations  relief  of 
pain  IS  somewhat  greater  than  with  ospi 
rin  alone  Effectiveness  in  long-term  use. 
i e over  4 months,  has  not  been  assessed 
by  systematic  clinical  studies  Physicians 
should  periodicolly  reassess  usefulness  of 
drug  for  individuol  patients 
CONTRAINDICATIONS:  ASPIRIN  Al- 
lergic or  idiosyncrotic  reactions  to  ospirin 
or  reloted  compounds  MEPROBAMATE 
Acute  intermittent  porphyria,  allergic  or 
idiosyncratic  reactions  to  meprobomate 
or  related  compounds,  e g consoprodol 
mebutomote.  or  corbromal 
WARNINGS;  ASPIRIN  Use  salicylates  with 
extreme  caution  in  potients  with  peptic 
ulcer,  asthmo,  coagulation  obnormoli- 
ties,  hypoprothrombmemio.  vitamin  K 
deficiency,  or  those  on  anticoagulonts  In 
rore  instances,  aspirin  in  persons 
allergic  to  salicylates  may  result  in  life- 
threotening  allergic  episodes 
MEPROBAMATE  DRUG  DEPENDENCE 
Physicol  and  psychological  depend- 
ence. ond  obuse  have  occurred 
Chronic  intoxication  from  prolonged 
ingestion  of.  usually,  greater  than  recom- 
mended doses  IS  manifested  by  otaxia. 
slurred  speech,  and  vertigo,  Therefore, 
carefully  supervise  dose  and  arrvxjnts 
prescribed  and  ovoid  prolonged  use. 
especially  in  alcoholics  and  others  with 
known  propensity  for  toking  excessive 
quantities  of  drugs  Sudden  withdrowal 
after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting 
symptoms,  e g anxiety,  anorexic,  or  in- 
somnia. or  withdrawal  reoctions.  e g . 
vomiting,  otaxia.  tremors,  muscle  twitch- 
ing. confusional  states,  hollucmosis.  ond. 
rarely,  convulsive  seizures  Such  seizures 
are  more  likely  m persons  with  CNS  dom- 
age  or  preexistent  or  latent  convulsive 
disorders  Onset  of  withdrawol  symptoms 
occurs  usually  within  12  to  48  hours  ofter 
discontinuation,  symptoms  usually  ceose 


within  next  12-to-48-hour  period  When 
excessive  dosage  has  continued  lor 
weeks  or  months,  reduce  dosoge  gradu- 
ally over  1 to  2 weeks  rother  than  stop 
abruptly  Alternatively,  a short-octing 
borbiturate  may  be  substituted,  then 
gradually  withdrawn 
POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  moy  impoir  men- 
tal or  physicol  obilities  required  for  po- 
tentially hazordous  tasks,  e g . driving  or 
operating  machinery 
ADDITIVE  EFFECTS  Since  CNS- 
suppressant  effects  of  meprobomate 
and  alcohol  or  meprobomate  ond  other 
psychotropic  drugs  may  be  additive,  ex- 
ercise caution  with  patients  toking  more 
than  one  of  these  ogents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTA- 
TION An  Increased  risk  of  congenital 
malformations  associated  with  minor 
tranquilizers  (meprobamate,  chlordi- 
azepoxlde.  ond  dlozepamj  during  first 
trimester  of  pregnancy,  has  been  sug- 
gested In  several  studies  Because  use 
of  these  drugs  Is  rarely  o matter  of 
urgency,  their  use  during  this  period 
should  almost  always  be  avoided  The 
possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at 
time  of  Institution  of  therapy  should  be 
considered  Advise  patients  If  they  be- 
become  pregnant  during  therapy  or 
Intend  to  become  pregnant  to 
communicate  with  their  physicians 
about  desirability  of  discontinuing 
the  drug 

Meprobamate  passes  the  placental 
barrier  It  Is  present  both  In  umbilical- 
cord  blood  ot  or  near  maternal 
plasma  levels  and  in  breast  milk  of 
lactating  mothers  ot  concentrotlons 
two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  Is 
contemplated  In  breastfeeding 
potients.  consider  the  drug's  higher 
concentrations  In  breast  milk  as  com- 
pared to  moternal  plasma  levels 
USAGE  IN  CHILDREN  Keep  preporotions 
with  aspirin  out  Of  reoch  of  children 
Equagesic*-M  is  not  recommended  for 
potients  12  years  of  age  and  under 
PRECAUTIONS:  ASPIRIN  Solicylotes  an- 


tagonize uricosuric  activity  of  probene- 
cid and  sulfinpyrazone  Salicylates  are 
reported  to  enhonce  hypoglycemic  ef- 
fect of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective 
dose,  particularly  in  elderly  ond  or  debii- 
itoted,  to  preclude  over-sedation  Me- 
probamate IS  metabolized  m the  liver 
ond  excreted  by  the  kidney,  to  ovoid  ex- 
cess occumulotion  exercise  caution  in  its 
use  in  potients  with  compromised  liver 
or  kidney  function  Meprobamate  occa- 
sionally may  precipitate  seizures  in  epi- 
leptic patients  It  should  be  prescribed 
cautiously  and  in  small  quantities  to  pa- 
tients with  suicidol  tendencies 
ADVERSE  REACTIONS;  ASPIRIN  May 
cause  epigastric  discomfort,  nausea, 
and  vomiting  Hypersensitivity  reactions, 
including  urticario.  angioneurotic 
edema,  purpura,  asthma,  and  anophy- 
laxis  may  rarely  occur  Patients  receiving 
large  doses  of  salicylates  may  develop 
tinnitus 

MEPROBAMATE  CNS  Drowsiness, 
ataxia,  dizziness,  slurred  speech,  head- 
ache. vertigo,  weokness,  poresthesios. 
impoirment  of  visual  occommodotion. 
euphoria,  overstimulation,  paradoxical 
excitement,  fost  EEG  activity 
Gl  Nausea,  vomiting,  diarrheo 
CARDIOVASCULAR  Polpitation,  tochy- 
cordia.  vonous  forms  of  arrhythmia,  tran- 
sient ECG  changes,  syncope, 
hypotensive  crisis 

ALLERGIC  OR  IDIOSYNCRATIC  Milder  re- 
octions ore  choraderized  by  itchy,  urti- 
conal.  or  erythematous  maculopopular 
rash,  generalized  or  confined  to  the 
groin  Other  reoctions  include  leuko- 
penio.  ocute  nonthrombocytopenic  pur- 
pura. petechioe,  ecchyrr^oses. 
eosmophiha.  penpherol  edemo.  adeno- 
pothy.  fever  fixed  drug  eruption  with 
cross- reoction  to  consoprodol.  ond 
cross-sensitivity  between  meprobomate 
mebutomote  ond  meprobomate  car- 
bromol  Rore.  more  severe  hypersensitiv- 
ity reactions  include  hyperpyrexia,  chills, 
ongioneurotic  edemo.  bronchosposm, 
oliguno.  ondonuno  Also,  anophyloxis, 
exfoliative  dermatitis,  stomotitis.  and 
proctitis  Stevens- Johnson  syndrome  ond 


bullous  dermotitis  have  occurred 
HEMATOLOGIC  (SEE  ALSO  ’ALLERGIC  OR 
IDIOSYNCRATIC')  Agranulocytosis, 
aplastic  onemia  have  been  reported,  al- 
though no  causal  relotionship  has  been 
estoblished.  and  thrombocytopenic 
purpuro 

OTHER  Exacerbation  of  porphync 
symptoms 

DOSAGE  AND  ADMINISTRATION:  Usual 
dose  IS  one  or  two  tablets,  3 to  4 times 
daily  os  needed  for  relief  of  pain  when 
tension  or  anxiety  is  present  Not  recom- 
mended for  potients  12  years  of  age  and 
under 

OVERDOSAGE:  Treotment  is  essentially 
symptomatic  and  supportive  Any  drug 
remaining  m the  stomach  should  be 
removed  Induction  of  vomiting  or  gostric 
lovoge  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both 
ospirin  ond  meprobomate  Aspirin  over- 
dosage produces  usuol  symptoms  ond 
signs  of  salicylote  intoxicotion  Observa- 
tion and  treatment  should  include  man- 
agement of  hyperthermio.  specific 
parenteral  electrolyte  therapy  for  ketoac- 
idosis ond  dehydration,  watching  for  evi- 
dence of  hemorrhagic  manifestations 
due  to  hypoprothromblnemia  which,  if  it 
occurs,  usuolly  requires  whole-blood 
transfusions  Suicidal  attempts  with  me- 
probamate hove  resulted  in  drowsiness, 
lethargy,  stupor,  otaxia,  coma,  shock, 
vasomotor  and  respiratory  collopse 
Some  suicidal  ottempts  hove  been  total 
The  following  data,  reported  in  the  litera- 
ture ond  from  other  sources,  are  not 
expected  to  correlote  with  eoch  case 
(considering  factors  such  as  individual 
susceptibility  and  length  of  time  from 
ingestion  to  treotmentT  but  represent 
usual  ranges  reportea  Acute  simple  ov- 
erdose (meprobomate  alone)  Death 
has  been  reported  with  ingestion  of  as  lit- 
tle as  12  grom  meprobomate  and  sur- 
vivol  with  as  much  as  40  gram 
BLOOD  LEVELS; 

0 5-2  0 mg  percent  represents  usual 
blood-level  range  after  therapeutic 
doses  The  level  may  occasionally  be  as 
high  as  3 0 mg  percent 
3-To  mg  percent  usually  corresponds  to 


findings  of  mild-to-moderote  symptoms 
of  overdosage,  such  as  stupor  or  light 
coma 

10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive 
treatment  Some  fatalities  occur 
At  levels  greater  than  20  mg  percent, 
more  fotolities  than  survivals  can  be 
expected 

Acute  combined  overdose  (meproba- 
mate with  other  psychotropic  drugs  or  al- 
cohol); Since  effects  can  be  additive, 
history  of  ingestion  of  a low  dose  of  me- 
probomote  plus  any  of  these  compounds 
(or  of  a relatively  low  blood  or  tissue 
level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues 
rapidly  and  blood  pressure,  pulse,  and 
respiratory  rates  are  reduced  to  basal 
levels  Any  drug  remaining  in  stomach 
should  be  removed  and  symptomatic 
treatment  given  Should  respiration  or 
blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants, 
and  pressor  ogents  should  be  adminis- 
tered cautiously  as  indicated  Diuresis, 
osmotic  (monnitol)  diuresis,  peritoneal 
dialysis,  and  hemodialysis  have  been 
used  successfully  m removing  both  ospi- 
rin ond  meprobamate  Alkolmization 
of  the  urine  mcreoses  excretion  of  sali- 
cylotes  Careful  monitoring  of  urinary  out- 
put IS  necessary,  ond  coution  should  be 
taken  to  avoid  overhydration 
Relapse  and  death,  after  initial  recovery, 
have  been  attributed  to  incomplete  gas- 
tric emptying  and  deloyed  absorption 
HOW  SUPPLIED;  Bottles  of  50  scored 
tobiets 
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Golf,  boating,  fishing, 
r swimming,  riding,  hiking  or  ^ 
just  plain  loafing,  an  Oklahoma 
Resort  on  one  of  Oklahoma’s  great 
lakes  is  a fun  place  to  play. 

Send  for  your  “Resort  to  Oklahoma’s 
great  lakes”  brochure  which 
contains  money  saving  coupons 
V and  more  information 


Golf  Getaway  Package 
Sweetheart  Hideaway 
Fourth  Night  FREE 
Weeks  Worth  Discount 
Fishing  Fever 


ARROWHEAD 
QUARTZ  MOUNTAIN 
ROMAN  NOSE 
LAKE  TEXOMA 
FOUNTAINHEAD 
WESTERN  HILLS 
LAKE  MURRAY 


Plan  for  your  vacation 
today.  Send  for  your  free  brochure. 

Oklahoma  Resorts 

500  Will  Rogers  Building 

Oklahoma  City,  OK  73105 

1-800-522-8565 

(Toll  Free  in  Oklahoma) 
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Roche  salutes  the  history  ot  Oklahoma  medicine 


PUTTING  THE 
PAP  TEST  ON  WHEELS 


Introducing  the  new  cancer  detection  procedure  for 
women  to  rural  areas  was  a challenge  well  met  by  the 
Oklahoma  Division  of  fhe  American  Cancer  Society 
when,  in  1946,  if  converted  an  obsolete  school  bus 
into  the  nation's  first  cancer  clinic  on  wheels. 

Staffed  by  volunteer  specialists — an  internist,  a 
dermatologist,  a gynecologist  and  a surgeon — and 
one  salaried  secretary  to  handle  the  record-keeping, 
the  recycled  vehicle  left  Oklahoma  City  and  headed 
north.  Its  first  stop  was  Tonkawa,'  ^ where  advance 
publicity  had  drawn  women  from  nearby  towns,  farms 
and  reservations,  all  seeking  the  proffered  examinations. 

Cooperative  etfort 

Local  doctors  and  nurses  also  hurried  forward  to  volun- 
teer their  services  in  exchange  tor  a firsthand  opportunity 
to  practice  techniques  and  procedures  about  which  they 
had  previously  only  read. 

In  location  after  location,  the  white-painted  bus  dis- 
pensed its  tree  services  in  tour  cubbyhole  examination 
rooms,  offering  educational  literature  about  concerto 
patients  and  medical  professionals,  and  spreading 
important  messages  regarding  early  cancer  detection 
and  prompt  treatment  when  indicated.^ 


The  idea  caught  on 

Today,  it  is  not  surprising  to  see  a modern  medical  ser-  * 
vices  vehicle  on  wheels  in  shopping-center  parking  I 
areas,  schoolyards  or  business  centers.  Community 
service  organizations  sponsor  and  support  them  all  | 
across  the  country.  Unquestionably,  they  have  come  a | 
long  way  in  equipment  and  comfort  from  the  school  bus  - 
that  pioneered  vital  health  services. . . but  //was  the  bus 
that  made  medical  history. 


References:  1 . Kane  JN  Famous  First  Facts,  3rd  ed  New  York,  The  H W 
Wilson  Co  , 1964,  p 367  2.  Data  on  file,  Hoffmonn-Lo  Roche  Inc.,  Nutley,  NJ.  f 
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When  the  history  reveals 
anxious  depression... 

For  the  estimated  70  percent  ot  nonpsychotic  depressed  patients  who 
are  also  anxious,'  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms 
of  depression,  and  the  effects  of  Librium®  (chlordiozepoxide  HCI),  the  tested 
and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  tor  these 
patients  than  dual  agents  that  contain  a phenothiozine,  a doss  of  antipsychotic 
drugs  used  infrequently  in  nonpsychotic  patients.' 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy^ 

In  another  multicenter  study^  the  following  symptoms  associated  with 
anxious  depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.^ 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K:  Drug  treatment  of  onxiety  in  Psychopharwacology  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crofts,  1977,  p 316  2.  Felgfiner  JP  etaf.  Psychopharmacology  61  2M-229,  Mar  1979  3.  Data  on  file, 
Hoffmann-La  Roche  Inc  , Nutley,  NJ 


In  moderate  depression  and  anxiety 

Limbitiiol® 

Tabivtt  S-12.S  each  containing  5 mg  chlordiozepoxide  ond  12  5 mg  amitnplyline 
(os  the  hydiDchkxide  salt] 

Toblefi  10-25  eoch  containing  10  mg  chlordiozepoxide  and  25  mg  amifnplyline 
(as  the  hydrochloride  salt) 


Please  see  summory  of  product  information  on  following  page. 


LIMBITROL*'TABLETS'(S  Tranquilizer — Antidepressant 

Before  prescribing,  pleose  consult  complete  product  information,  o summary  of 

which  follows: 

Indications:  Relief  of  moderafe  fo  severe  depression  ossociofed  wifh  moderofe  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  moy  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with  use 
of  tricyclic  antidepressants,  especially  high  doses  Myocardial  inforctioh  ond  stroke 
reported  with  use  of  this  class  of  drugs  ) Coutioh  patients  about  possible  combined 
effects  with  alcohol  ohd  other  CNS  depressonfs  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  becouse  of  increased  risk  of  congenital 
malformations  os  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  ot  either 
component  alone  hove  been  reported  (nausea,  headache  ond  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  eosy 
access  to  lorge  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  tor  precautions  about  pregnancy  Limbitrol  should  not  be 
token  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  atoxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
contusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  hove  been  reported  os  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  odverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideroflon  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  otoxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidol  symptoms,  syhcope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilo- 
tation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosehsifization,  edema  of  foce  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilio,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  mole,  breast  ehlargemeht,  ga- 
lactorrhea and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering 
of  blood  sugar  levels 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  olopecio,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  on  overdose 
Treatment  is  symptomatic  and  supportive  I.V  odministratlon  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning. 
See  complete  product  information  tor  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h.s  dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  tor  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial 
dosage  of  three  to  four  tablets  doily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets,  each 
containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride 
salt) — bottles  of  100  and  500,  Tel-E-Dose’  packages  of  100,  Prescription  Paks  of  50 
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The  abused  child 
will  grow  up  someday. 

Maybe. 


Each  year,  over  one  million 
American  children  suffer  from  child 
abuse.  And  over  2,000  children  die 
from  it. 

But  what  about  those  who  sur\  ive? 

Statistics  show  that  an  abused  child- 
hood can  affect  a person’s  entire  life. 

Many  teenage  drug  addicts  and 


many  teenage  prostitutes  report 
being  abused  children.  So  do  juvenile 
delinquents  and  adult  criminals. 

\'et  child  abuse  can  be  prevented. 
The  National  Committee  for 
Prevention  of  Child  Abuse  is  a private, 
charitable  organization  that  knows 
how  to  prevent  child  abuse. 

But  we  need  your  help  to  do  it. 


Vi  e need  your  money.  V('e  need 
more  volunteers. 

Send  us  your  check  today,  or  write 
for  our  booklet. 

Because  if  we  don’t  all  start 
somewhere,  we  won’t  get  arnwhere. 

National  Committee  for 
Prevention  of  Child  Abuse 


Help  us  get  to  the  heart  of  the  problem. 

Write:  Prevent  Child  Abuse,  Box  2866,  Chicago,  Illinois  6O69O 


A Public  Service  of  This  Magazine  & The  Advertising  Council. 


COUNTPYVIEW 


Where  people  and  surroundings  make 
the  difference. 


COUNTRY  VIEW  IS  A PSYCHIATRIC 
FACILITY’  SPECIALIZING  IN  THE 
TREATMENT  OF  ALCOHOLISM  AND 
OTHER  CHEMICAL  DEPENDENCIES. 

♦ Professional  medical  care. 

♦ 24-hour  admittance. 

♦ Fully-accredited. 

♦ Exceptional  10-acre  country  setting. 

For  more  information  contact: 
COUNTRY  VIEW 
12300  East  91st  Street 
Tulsa,  Oklahoma  74133 
(918)  252-2541 

All  inquiries  held  in  the  strictest  confidence 


TIMBERLAWN 


PSYCHIATRIC  HOSPITAL 
214/381-7181 /P.O.  Box  11288/Dallas,  Texas  75223 

Psychiatric  Hospital  • Day  Hospital 
Department  of  Outpatient  Psychiatry 
Department  of  Child  and  Adolescent  Psychiatry 
Family  Assessment  Center  • Headache  Clinic 
Psychiatric  Residency  Program 
Established  in  1917 


PSYCHIATRIST-IN-CHIEF 
Jerry  M.  Lewis,  M.D. 
MEDICAL  DIRECTOR 
Doyle  I.  Carson,  M.D. 
DIRECTOR  OF  PROFESSIONAL 
EDUCATION 

Keith  H.  Johansen.  M.D. 
MEDICAL  STAFF 
James  K.  Peden.  M.D. 

Charles  G.  Markward,  M.D. 
Bryon  L.  Howard, M.D. 

Roy  H.  Fanoni,  M.D. 

Mark  P.  Unterherg,  M.D. 

John  G.  Looney,  M.D. 

Kathleen  B.  Erdman,  M.D. 

Don  C.  Payne.  M.D. 

Mark  J.  Blotcky,  M.D. 

William  W.  Estabrook,  M.D. 

L.  Dwight  Holden,  M.D. 

Paul  M.  Hamilton.  M.D. 
SENIOR  CONSULTANT 
Perry  Talkington,  M.D. 
CLINICAL  PSYCHOLOGY 
John  T.  Gossett.  Ph  D. 

Dale  R.  Turner,  Ph  D. 

Robert  W.  Hagebak,  Ph  D. 
Thomas  Dimperio,  Ph  D. 
SOCIAL  WORK  DEPARTMENT 
Robert  P.  Stewart.  M.S.S.W. 
Peggy  B.  Nash.  M.S.S.W. 

Keith  D.  Grace.  M.S.S.W. 

Dan  Bmce,  M.S.S.W. 

Marcelo  Matamoros,  M.S.S.W. 
Cecilia  Garton,  M.S.S.W. 
Barbara  K.  Hunt.  M.S.S.W. 

Gary  A.  Mitchell,  M.S.S.W. 
Kathleen  L.  Lizama.  M.S.S.W. 
Judy  L.  Hicks  . M.S.S.W. 
OCCUPATIONAL  THERAPY 
Geraldine  Skinner.  O.T.R 
Director 

THERAPEUTIC  RECREATION 
Edward  R.  Supina,  M.T.R.S. 
Director 

DIRECTOR  OF  NURSING 
Mae  Belle  James,  R.N. 
ADMINISTRATOR 
Wayne  Hallfotd 
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OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES,  INC. 

800  Physicians  Professional  Bldg.  1044  Southwest  44th 
3400  N.W.  Expressway  Suite  #520 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73109 
(405)  946-5641  (405)  631-8665 

1 (800)  522-6525 

Allen  E.  Greer,  MD,  Inc  James  M.  Hartsuck,  MD,  Inc 

John  M.  Carey,  MD,  Inc  R.  Darryl  Fisher,  MD,  Inc 

Nazih  Zuhdi,  MD,  Inc  Marvin  D.  Peyton,  MD,  Inc 

William  D.  Hawley,  MD,  Inc 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 
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OKLAHOMA  CITY  CLINIC 

Multiple  Specialty  Clinic 

701  Northeast  10th  Street  • Oklahoma  City,  Oklahoma  73104  • Telephone — 271-2700 


INTERNAL  MEDICINE 

yy.W.  Rucks,  Jr.,  MD 
William  S.  Pugsley,  MD 
Donald  G.  Preuss,  MD 
Earl  S.  Elliot,  Jr.,  MD 
Ellison  H.  Wittels,  MD 

CARDIOLOGY 

Charles  W.  Cathey,  MD 
Charles  W.  Robinson,  Jr.,  MD 
Alexander  Poston,  MD 
Thomas  R.  Russell,  MD 
Paul  C.  Houk,  MD 
Stanley  G.  Rockson,  MD 

ENDOCRINOLOGY 

James  L.  Males,  MD 
Ronald  P.  Painton,  MD 

GASTROENTEROLOGY 


RHEUMATOLOGY 

William  T,  Tatum,  Jr.,  MD 

OBSTETRICS  AND 
GYNECOLOGY 

John  W.  Records,  MD 
Schales  L.  Atkinson,  MD 
Roger  D.  Quinn,  MD 
Thomas  R.  Bryant,  MD 
Ronald  E.  Hempling,  MD 
Laura  L.  Mackie,  MD 

ORTHOPEDIC  SURGERY 

Edwin  R.  Maier,  MD 
J.  Patrick  Livingston,  MD 

OTOLARYNGOLOGY 

Charles  J.  Wine,  MD 
Joseph  E.  Leonard,  MD 
Willard  B.  Moran,  Jr,,  MD 


DERMATOLOGY 

William  J.  Sahl,  Jr , MD 

CARDIOVASCULAR- 
THORACIC  SURGERY 

Edward  R.  Munnell,  MD 
R.  Nathan  Grantham,  MD 
Paul  J.  Kanaly,  MD 

RADIOLOGY 

Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
J Kent  Chesnut,  MD 
Alan  M.  Effron,  MD 
Howard  G.  Daniel,  MD 
Robyn  L.  Birdwell,  MD 

UROLOGY 

Donald  D.  Albers,  MD 
William  F.  Barnes,  MD 


Malcolm  G.  Robinson,  MD 
David  A.  Neumann,  MD 
Gretchen  A.  McCoy,  MD 

PULMONARY  DISEASE 

William  W.  Cook,  MD 
Mark  Steven  Fixley,  MD 
Steven  R.  Smith,  MD 


PEDIATRICS 

James  E.  Mays,  Jr.,  MD 
Hal  B.  Vorse,  MD 
William  J.  Kruse,  MD 
Gary  D.  McGann,  MD 
Mickey  E.  Crittenden,  MD 
Donald  L.  Wilber,  MD 


CLINICAL  PSYCHOLOGY 

Lucien  D.  Rose,  PhD 

AMBULATORY  CARE 

Leslie  A.  Arneson,  MD 
Kent  C.  Hensley,  MD 


INFECTIOUS  DISEASES 

Daniel  J.  Sexton,  MD 
Clifford  G.  Wlodaver,  MD 


GENERAL  SURGERY 

Frank  G.  Gatchell,  MD 
Stephen  G.  ReMine,  MD 


EXECUTIVE  DIRECTOR 

A.  Wayne  Coventon 


HEMATOLOGY-ONCOLOGY 

Ralph  G.  Ganick,  MD 
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Wfehelp 

1 • X -|  CA, 

bring  pe  wle 
back  to  life 


Willow  View  is  the  only  private, 
non-profit  hospital  in  Oldahoma 
dedicated  solely  to  the  treatment 
of  psychiatric  illnesses  of  all  types 
among  all  ages.  The  key  word  is 
“treatment."  Willow  View  is  not  an 
institution  for  custodial  care,  and 
accepts  only  individuals  who  are 
treatable. 

Located  on  15  acres  at  2601 
North  Spencer  Road  (former  site 
of  the  Coyne  Campbell  Hospital), 
Willow  View  is  a modern,  fully 
staffed  facility  with  180  full  and 
part-time  employees. 

Services  include  highly 
successful  adolescent,  adult,  and 


substance  abuse  treatment 
programs. 

Our  adolescent  program,  for 
example,  geared  to 
patients  12-18  years 
old,  is  based  on  an 
innovative  “levels” 
system,  defining  progressive 
plateaus  of  wellness. 

It  includes  group  therapy, 
occupation  and  recreational 
therapies,  and  an  accredited 
education  program.  We  provide 
the  full  scale  of  services:  an 
intensive  treatment  environment 
with  family  therapy  and  an  after- 
care program. 

If  you  have  a patient  who  could 
benefit  from  the  rich  mixture  of 
love  and  discipline  at  Willow  View, 
call  us.  We'll  arrange  a time  for 
you  to  meet  our  staff,  see  our 
facility,  and  discuss  the  programs 
which  might  help  your  patient 
find  the  strength  and  stability  to 
cope  with  his  or  her  corner  of 
the  world. 


Willow  view:  We  help  bring  people  back  to  life. 

Willow  View  Hospital 
2601  N.  Spencer  Rd. 

Oklahoma  City,  OK  73136 
Call,  (405)  427-2441 

H ILLOV\  VIEW  MEDICAL  STAFF:  Nolen  L.  Armstrong,  M.D.;  Wolfgang  K.  Huber,  M.D.;  Harald  S.  Kruger,  M.D.; 
Siavash  Nael,  M.D.;  Harold  G.  Sleeper,  M.D.;  Medical  Director:  Harold  G.  Sleeper,  M.D.;  Chief  of  Staff:  Nolen  L. 
Armstrong,  iM.D.;  Administrator:  Dolores  R.  VV'iggins. 
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Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD  Winfred  L.  Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 


207  C Street  NW 


Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 

FAMILY  PRACTICE 

J W McDoniel  MD 
J O Wood  Jr  MD 
Don  R Hess,  MD 
Tim  Bohn,  MD 


INTERNAL  MEDICINE 

W S Harrison,  MD 
D L Stehr  MD 
R S Davis,  MD 
Vernon  A Vix,  MD 

GASTROENTEROLOGY 
C K Su.  MD 

CARDIOLOGY 
J T Bledsoe,  MD 

OBSTETRICS  AND  GYNECOLOGY 

Nancy  W Dever,  MD 
Alan  J Weedn,  MD 

PEDIATRICS 

R E Herndon  MD 
E R Orr  MD 
J E Freed,  MD 
M P Escobar,  MD 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R Gibson,  MD 
James  Ed  Brown,  MD 


GENERAL  AND  VASCULAR  SURGERY 

Linda  M Johnson,  MD 
Wayne  L Manson.  MD 


THORACIC 

AND  VASCULAR  SURGERY 

Paul  B Loh,  MD 


PHYSICAL  MEDICINE  AND 
REHABILITATION 

Kumud  Vaidya,  MD 


UROLOGY 

K T Varma  MD 

ORTHOPEDIC  SURGERY 

W T Morns,  MD 
Keith  W Riggins,  MD 


RADIOLOGY  (Consulting) 

Don  Delzer.  MD 
J H Gardner.  MD 
J E Milton.  MD 
Dan  Rhodes.  MD 

PHYSICIANS  ASSISTANTS 

W M OhI.  PA 
H L Watkins,  PA 
Myra  Campbell,  PA 

ADMINISTRATION 
James  W Loy 


Accredited  A.A.H.C.,  Inc. 

MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


TIMBER  CREEK  BRANCH 

ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

WILLIAM  G.  MAYS.  MD,  Inc. 
RALPH  L.  NICHOLSON.  MD.  Inc. 


PEDIATRICS 

GEORGE  R.  KRIETMEYER.  MD.  Inc. 
HUGH  C.  GRAHAM.  JR..  MD 
JOEL  K.  GIST.  MD 


RADIOLOGY 

WILLIAM  K.  HICKS.  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK.  MD.  INC. 

WILLIAM  F.  EWING.  MD.  INC. 

BOYD  O.  WHITLOCK.  MD 

RICHARD  H.  REID.  MD 

R.  A.  SEARCY.  MD 

PHILIP  W.  PERRYMAN.  JR.,  MD 


WAYNE  KELLY.  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE.  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD.  Inc. 
FRANKLIN  S.  NELSON.  MD 


ADMINISTRATION 

JOSEPH  W.  RHINE 
GARY  D.  GIBSON 


1923  East  21st  Street  Box  5221 8 •TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 


1401  East  Van  Buren  Avenue 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 


OTOLARYNGOLOGY 

SAMUEL  E.  DAKIL,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
FRANCIS  R.  LONERGAN,  MD 
STEPHEN  D.  SWANK,  MD 

OBSTETRICS-GYNECOLOGY 

ROBERT  G.  CATES,  MD 
W.  RILEY  MURPHY,  JR.,  MD 
DWAIN  DOYLE,  MD 

SURGERY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 
GEORGE  M.  BROWN,  JR.,  MD,  FACS 


RADIOLOGY 

BRUCE  H.  BROWN,  MD 


ADMINISTRATION 

PAUL  B.  BISHOP 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 

General  Surgery 
THORNTON  KELL,  MD,  FACS 
*TOM  SPARKS,  MD,  FACS 

General  and  Vascular  Surgery 
*WILFRED  S.  GAUTHIER,  MD,  FACS 

Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 

^CLIFFORD  LORENTZEN,  MD,  FACP 

*DAVID  D.  ROSE,  MD 

*JOE  R.  HAMILL.  MD 

*KEVIN  H.  REED,  MD 

Radiology  (Consultants) 
*MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 

Administrator 
ROGER  H.  HUGHES 

Pathology  (Consultant) 
*CARL  A.  SCHWEERS,  MD 

Phone:  A/C  405-223-5311 

* Specialty  Board  Diplomate 

Raymond  F.  Main,  M.D. 
Robert  C.  MacKay,  M.D. 
Dan  F.  Keller.  M.D. 

Willard  Aronson,  M.D. 

Fay  Knickerbocker,  M.D. 
Lynn  B.  Moon,  M.D. 

Peter  F.  Brumbaugh,  M.D. 

DIplomates.  Amer  Board  of  Pathology 


Jack  M.  Stephenson,  M.D. 
Paul  E.  Kaldahl,  M.D. 
Perry  A.  Lambird,  M.D. 
Michael  R.  Harkey,  M.D. 
Thomas  A.  Hosty,  M.D. 
John  R.  Rogers,  M.D. 
Hatton  W.  Sumner,  M.D. 

Diplomates.  Amer  Board  of  Pathology 


Oklahoma  City,  Oklahoma 

PATIENT  CARE  FACILITIES 

Pasteur  Medical  Bldg.  Physicians  & Surgeons  Bldg. 

Room  G-8  (Basement) 


Room  254 
1111  N.  Lee 


1211  N.  Shartel 


West  Laboratory 
Room  100 

3400  N.W.  Expressway 


(405)  239-7111 


North  Laboratory 
Room  LL7 
4200  W.  Mem.  Rd. 

South  Laboratory 
Room  107 
1044  S.W.  44 


PICKUP— DELIVERY 

1111  N.  Shartel 


East  Laboratory 
Room  113 

711  Stanton  Young  Blvd. 


1-800—942-3514 
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750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahonia  City,  Oklahoma 


George  S.  Bozalis,  MD± 
Vernon  D.  Cushing,  MDt* 
George  L.  Winn,  MDi' 
Robert  S.  Ellis,  MGr* 
Lyle  W.  Burroughs,  MG'® 


f Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a m.  to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


Charles  D.  Haunschild,  MD'i'® 
James  H.  Wells,  MG* 
John  R.  Bozalis,  MG* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MD't'® 
Warren  V.  Filley,  MD* 


Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  Oklahoma  City,  Oklahoma  232-0341 


DEPARTMENT  OE  ORTHOPEDICS 
^Marvin  K.  Margo,  MD,  EACS 
*James  P.  Bell,  MD,  EACS 
^Stephen  Tkach,  MD,  EACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
"J.  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
"Warren  G.  Low,  MD 
"Thomas  C.  Howard,  III,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Marv'  L.  Duffy  Honick,  MD 
"Richard  J,  Hess,  MD,  FACP 
■'Jon  W.  Blaschke,  MD 
"R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 


"Specialty  Board  Diplomate 


MANAGEMEMT  SERVICES 
James  A.  Hyde,  Administrator 


XXXVl 
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Shawnee  Medical  Center  Clinic 

, Inc. 

2801  N SARATOGA 

P.O.  BOX  849  / SHAWNEE 

. OKLAHOMA  74801  Phone:  405-273-5801 

ALLERGY 

INDUSTRIAL  MEDICINE 

OBSTETRICS,  GYNECOLOGY 

PEDIATRICS 

A M Bell,  MCr 

A M.  Bell.  MD 

Paul  B Edmonds,  MD" 

A M Bell.  MD’ 

Jake  Jones,  Jr.,  MD 

Richard  E Jones,  MD" 

Jake  Jones.  Jr . MD 

R K Mohan,  MD 

ANESTHESIOLOGY  CONSULTANTS 

Stephen  E.  Trotter,  MD 

R K Mohan,  MD’ 

Ellis  Brown,  MCT 
Michael  Daughety,  MD’ 

DERMATOLOGY 

Bert  C Frichot,  III,  MU’ 

INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D Fetzer,  MD 
Eldon  V.  Gibson.  MD’ 
John  R Hayes.  MD 

ORTHOPEDIC  SURGERY 

T A.  Balan,  MD,  FAAOS* 

R,  M,  Kamath.  MD.  MS*  (Ortho) 

S.  M.  Waingankar.  MD 

RADIOLOGY  CONSULTANTS 

William  Phillips,  MD' 

Robert  G Wilson.  MD’ 

Cranflll  K Wisdom.  MD’ 

FAMILY  PRACTICE 

D A Mace.  MD 

OTORHINOLARYNGOLOGY 

UROLOGY 

K T Mosley,  Jr  , MD 

S,  Rishi.  MD 

N M Kotecha,  MD’ 

GENERAL  SURGERY 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

Frank  H.  Howard,  MD" 
Jerold  D Kethley,  MD 

R K.  Mohan.  MD 

David  L,  McBride.  MD* 

W J Birney 

Jeffrey  L Wallace.  MD“ 

* Board  Certified 

PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

13313  N.  Meridian,  Buidling  A 405  755-4451  Oklahoma  City,  Oklahoma  73120 

Board  Certified  in  Plastic  Surgery 


OKLAHOMA  HANDc=r-^j-i 
SURGERY  CENTER,  INCTI^J 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


LOOKING  FOR 
A REWARDING  PRACTICE? 

DID  YOU  KNOW? 

Lawton,  Oklahoma  has  been  identified  as 
one  of  the  four  metropolitan  areas  in  the 
country  with  the  least  number  of  Physicians 
per  100,000  population. 

DID  YOU  KNOW? 

Southwestern  Hospital  in  Lawton  has  a 
need  for  Family  Practitioners,  Internists, 
Plastic  Surgeons,  Orthopedic  Surgeons, 
Pediatricians  and  Ophthalmologists. 

DID  YOU  KNOW? 

Lawton,  Oklahoma  is  the  third  largest  city  in 
the  State  with  a population  of  85,000  with  a 
medical  service  area  of  175,000. 

Should  you  desire  more  information  about 
Southwestern  Hospital  or  Lawton,  write: 

American  Medical  International,  Inc. 
Mid-Continent  Region  isouthwestii^ 

Physician  Relations  Dpt. 

P.O.  Box  91035  ^^ilHospital 

Houston,  Texas  77291-1035 


MEDICAL  SPACE  NOW  LEASING 
AT  30th  and  HAYES, 
CLINTON,  OKLAHOMA 

This  new  spacious  office  building  has  8,000 
square  feet  available  with  finished  interiors  to 
your  specifications.  Your  office  would  be  only 
200  feet  from  the  entrance  of  Clinton  Regional 
Hospital.  There  is  convenient  employee  park- 
ing in  the  rear  and  plenty  of  ample  parking  for 
patients.  Call  Swanson  Rentals  at  (405) 
772-5375  today  for  more  information. 

SWANSON  CONSTRUCTION 
AND  RENTALS 

308  Wilson  Road 
Weatherford,  Oklahoma 

(405)  772-5375 
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ALLERGY 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC.  INC 


John  L.  Davis,  MD 
3330  N W 56lh 

Oklahoma  Qty,  Oklahoma  73112 
405  843-6619 


Suile  602 


CARDIOVASCULAR  ASSOCIATES 
Adull  Cardiovascular  Diseases 

Cardiac  Calherization,  Aortography  and  Selective  Coronary  Arteriography 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
•J.  J.  Donnell.  MD  947-2556  "J  L Bressle.  MD  946-0568 

•G.  L.  Honick,  MD  943-8428  A F Elliott,  MD  943-8421 

A.  S.  Dahr.  MD  947-2321 

'Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N W Grand  Blvd.  Oklahoma  City.  Oklahoma  73112 


OKLAHOMA  ALLERGY  CLINIC.  INC. 


Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


George  S.  Bozalts,  MD) 
Vernon  D.  Cushing,  MDf 
George  L.  Winn.  MDf 
Robert  S.  Ellis.  MDf 
Lyle  W Burroughs.  MDf° 


Charles  D Haunschild.  MDf° 
James  H.  Wells,  MDf 
John  R.  Bozalls,  MDf 
James  D.  Lakin,  PhD.  MDf 
John  S.  Irons,  MDf° 

Warren  V Filley.  MD" 


f ConsulfanI 

t Diplomate  American  Board  of  Allergy  and  Immunology 
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Office  Address: 

750  Northeast  13th  Street 
Telephone  405  271-3232 


Mail  Address: 

Post  Office  Box  26827 
Oklahoma  City.  OK  73126 


DERMATOLOGY 


RONALD  W GILCHRIST.  JR  . MD 
Diseases  and  Malignancies  of  the  Skin 
632-5565  X-Ray  Therapy  ^200  South  Douglas  Avenue 

Oklahoma  City.  Oklahoma  South  Community  Medical  Center 

ROBERT  L OLSON.  MD 
Diseases  of  fhe  Skin 

Suite  707  Skm  Cancers  942-8825 

3400  N W Expressway  Oklahoma  City.  Oklahoma  73112 


SKIN  & SKIN  CANCER  CENTER,  INC 
C.  Jack  Yoizig.  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 
CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


JAMES  A MURRAY,  MD.  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa.  Oklahoma  74177 


AEROSPACE  MEDIQNE 


CLYDE  A.  LYNN,  BA.  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow,  American  College  of  Preventive  Medicine 
Right  Surgeon,  US  Army  and  Navy 
Commercial  Pilol  and  Right  Instructor,  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd.  by  Appointment  (405) 

Nonnan.  OK  73069  _ a . .....  .r  329-262 

Senior  Aviation  Medical  Examiner 

FAA  NO.  07448-1 


CARDIOLOGY 


STANLEY  R.  McCAMPBELL.  MD 
Cardiology  and  Electrocardiography 

1211  North  Shartel  236-1295 

Oklahoma  City,  Oklahoma 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 


Wm.  Best  Thompson.  MD 

Ronald  H.  Whrte,  MD 

Galen  P.  Robbins,  MD 

William  J.  Fors,  MD 

William  S.  Myers,  MD 

W.  H.  Oehlert,  MD 
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Charles  F,  Bethea,  MD 

CARDIOVASCULAR  DISEASES 


Cardiac  catherterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  ecTiocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City,  Okla.  731 12  Telephone  947-3341 


ENDOCRINOLOGY  - METABOUSM  - DIABETES 


JOHN  WHITFIELD  DRAKE,  MD 

Diplomate  Amencan  Board  of  Internal  Medicine  in  Endocrinology 
Baptist  Medical  Center  / 949-3286 

3300  N.W  Expressway  Oklahoma  Oty,  Oklahoma  73112 

Endocrinology-Metabolism-Diabetes 
MODHI  GUDE,  MD 

Diplomale  American  Board  of  Infernal  Mediane 
Endocrinology  and  Metabolism 

Pasteur  Medical  Building  Suite  549  232-8965 

1111  North  Lee.  Oklahoma  City.  OK  73103  If  no  answer  949-5067 


EYE.  EAR,  NOSE  AND  THROAT 

John  W.  Huneke,  MD,  FACS.  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certifieo  oy  the  American  ^ard  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B.  MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON.  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  Oty  73103 


JAMES  L.  DUNAGIN.  JR.,  MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  Amencan  Board  of  Ophthalmology 
6th  and  Washington  McAlester.  Oklahoma  74501 


V.  JERRY  SHEPHERD.  MD 
Diseases  and  Surgery  of  Ihe  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  946-3327 

3400  N W.  56th  St..  Suite  G-2  Oklahoma  City  731 12 
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HAROLD  G.  SLEEPER.  MD.  FAPA 
Diplomate  Amencan  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spencer  Road  Res  478-2589 

Spencer.  Oklahoma  73084 
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OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


RAYMOND  J DOUGHERTY,  MD 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  , MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


ORTHOPEDICS 


DON  H.  O'DONOGHUE.  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 


1111  North  Lee 
Oklahoma  City.  OK  73103 
235-8385 


0 Donoghue  Rehabilitation  Institute 
1122NE  13th  Street 
Oklahoma  City.  OK  73126 
271-3682 


ORTHOPEDIC  SURGERY  AFFILIATES.  INC. 


1044  S.W  44th 

Oklahoma  City.  Oklahoma  73109 
405-631-7444 

Dale  R.  Butler.  MD,  FACS  G,  David  Casper,  MD 

J.  A Rosacker.  MD 


JOHN  RAYMOND  STACY.  MD.  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W-  12th  St  Oklahoma  City.  Oklahoma  235-6315 


PEDIATRIC  SURGERY 


E Ide  Smith.  MD"  Wm  P Tunell.  MD'  James  A Carson.  MD' 

940  N E 13th  Street 

Oklahoma  City.  Oklahoma  73126  405  271-5922 

'American  Board  of  Surgery  — 

Special  Competence  in  Pediatric  Surgery 


NORMAN  K.  IMES,  MD 
JOHN  A.  JUERS,  MD 
DENNIS  M.  PARKER.  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmohary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  405  949-9400 

Oklahoma  City.  Oklahoma  73112 


RADIOLOGY 


RADIOLOGY  ASSOCIATES.  INC 


JAMES  T.  BOGGS.  MD 
ROBERT  SUKMAN.  MD.  FACR 
WILLIAM  R.  ALBRACHT.  MD 
ROGER  B.  COLLINS.  MD 
GEORGE  BEN  CARTER,  MD 
RICHARD  B PRICE,  MD,  FACR,  DABNM 
MICHAEL  A.  SARTIN.  MD 

Diplomates  American  Board  of  Radiology 

X-Ray-Diagnosis  including  Ultra  Sonography,  Xeromammography 
Radiation  Therapy  — Nuclear  Medicine 


LINDBERGH  J.  RAHHAL.  MD 
RALF  E.  TAUPMANN.  MD 
GARY  G ROBERTS,  MD 
JOHN  R.  OWEN.  MD 
HAROLD  D.  DAVIDSON.  MD 
JAY  A.  HAROLDS,  MD.  DABNM 


204  Medical  Tower  Bldg- 
400  Physicians  Professional  Bldg 
700  Doctors  Medical  Bldg 


Baptist  Medical  Center  848-7741 

Bethany  General  Hospital  943-9646 

Deaconess  General  Hospital  946-9923 


SURGERY 


PSYCHIATRY 


LARRY  PRATER.  MD 
Practice  Limited  to  Psychiatry 

Suite  704  Presbyterian  Professional  Building  271-6677 

711  Stanton  L.  Young  Boulevard  Oklahoma  City.  Oklahoma  73104 


PSYCHIATRY 

Charles  E.  Smith.  MD,  FAPA.  FACP 
Robert  J.  Outlaw.  MD,  FAPA 
R-  Murali  Krishna.  MD.  MAPA 

Diplomates  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
Thurmah  E.  Coburn.  PhD.  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Suite  308  1211  North  Shartel  272-0734 

Physiciahs  & Surgeons  Building  Oklahoma  City  73103 


PULMONARY  DISEASE 


ROBERT  B HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 

Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg,  Phone  235-2341  Oklahoma  City 


MICHAEL  E.  REIF.  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City.  OK  73120  After  hours  232-8861 


SURGERY,  COLON  AND  RECTAL 


ROBERT  J.  CAPEHART.  MD 

2325  South  Harvard  Suite  306 

Tulsa,  Oklahoma  74114 
(918)  744-5817 

Practice  Limited  To  Colon  & Rectal  Surgery  and  Colonoscopy 


STEPHEN  N ADLER.  MD 
Diplomate 

American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 


Pulmonary  Medicine 

Pulmonary  Function  and  Methacholine  Testing 
Pulmonary  Artery  (Swan-Ganz)  Catheterization 


Fiberoptic  Bronchoscopy 
Lung  Needle  Biopsy 
Critical  Care  Medicine 


Mercy  Doctors  Tower 
Oklahoma  City,  OK  73120 


4200  Memorial  Road 
(405)  755-4290 


RECONSTRUCTIVE  AND  PLASTIC  SURGERY 


PARAMJIT  S,  BAJAJ.  MD,  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1211  N.  Shartel  235-6671 

Suite  600  Oklahoma  City.  Okla.  73103 


Xl 


Oklahoma  State  Medical  Association 


LEONARD  H,  BROWN,  MD 


UROLOGY 


Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plasfic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

6913  S.  Canton  Tulsa,  Oklahoma  74136  492-3964 


A de  QUEVEDO,  MD,  Inc, 

Diplomate  of  the  American  Board  of  Urology 

Suite  606 

121 1 N.  Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 


WILLIAM  J FORREST,  MD 


JOSEPH  D,  PARKHURST,  MD 


Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 


HERBERT  M.  KRAVITZ,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


FRED  R,  MARTIN,  MD 


JOHN  M CLARK,  MD 


601  St  John  s Doctors  Bldg, 
1705  East  19th  Street 
Tulsa,  Oklahoma  74104 
742-4851 


810  Warren  Professional  Bldg. 
6465  South  Yale  Ave. 
Tulsa,  Oklahoma  74136 
492-6131 


Diplomates  American  Board  of  Plastic  Surgery 


7908  N.W,  23rd  Street  Suite  7 

Bethany,  OK  73008  495-6134 


BARNEY  J.  LIMES,  MD 
Practice  Limited  to  Urology 


Physicians  and  Surgeons  Bldg. 
1211  N.  Shartel 
Oklahoma  City 
Phone  235-0315 


GENE  T BAUMGARNER,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 

Oklahoma  City,  Oklahoma  73120  405  755-3723 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 


OKLAHOMA 


OS 

PC 


CLINIC 


Oklahoma  Spine/Pain  Clinic 


Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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May  is  National  High  Blood  Pressure 
Month.  While  a busy  practitioner  may  not  have 
the  time  to  become  a nutrition  expert,  many  do 
want  a better  understanding  of  a subject  their 
patients  ask  about  every  day.  The  National 
High  Blood  Pressure  Education  Program  has 
free  education  materials  that  can  help  make 
dietary  changes  succeed.  For  physicians, 
Critical  Patient  Behaviors  in  the  Dietary  Man- 
agement of  HBP  provides  a practical,  10-step 
approach  to  diet  counseling.  For  patients. 
Questions  About  Weight,  Salt,  and  HBP 
contains  realistic  hints  for  changing  eating 
habits.  Physicians  can  obtain  these  publica- 
tions by  writing  to  the  High  Blood  Pressure 
Information  Center,  Box  MD,  120/80  National 
Institutes  of  Health,  Bethesda,  Maryland 
20205. 

The  American  College  of  Chest  Physicians 
(ACCP)  will  hold  its  49th  Annual  Scientific  As- 
sembly at  the  Hyatt  Regency  Hotel-Illinois 
Center  in  Chicago,  Illinois,  October  23  to  27, 
1983.  The  conference  will  feature  in-depth  re- 
views and  discussions  of  the  latest  diagnostic 
and  treatment  procedures  in  cardiopulmonary 
medicine.  Major  symposia,  clinical  colloquia 
(ask-the-experts  sessions),  ACCP  Section  and 
Forum  programs,  postgraduate  courses,  and 
scientific/commercial  exhibits  also  will  be  pre- 
sented at  the  meeting.  Information  about  the 
conference  may  be  obtained  from  the  Depart- 
ment of  Education,  American  College  of  Chest 
Physicians,  911  Busse  Highway,  Park  Ridge, 
Illinois  60068. 

Robert  J.  Morgan,  MD,  clinical  professor  of 
dermatology  at  the  University  of  Oklahoma, 
was  presented  the  Clark  W.  Finnerud  Award  at 
the  Annual  Fellowship/Grant  Reception  of  the 
Dermatology  Foundation.  The  reception  was 
held  in  January  at  the  New  Orleans  Museum  of 
Art  during  the  annual  meeting  of  the  Academy 
of  Dermatology.  Dr  Morgan  was  cited  for  his 
dedicated  service  to  the  medical  profession  dur- 
ing a career  spanning  38  years.  The  Finnerud 
Award  is  given  each  year  to  an  individual  who 
has  devoted  extraordinary  time  and  talent  as  a 
part-time  teacher  and  clinician.  Dr  Morgan 
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serves  on  the  board  of  directors  of  the  Oklahoma 
County  Medical  Society  and  has  been  instru- 
mental in  organizing  both  the  Oklahoma  City 
Dermatological  Society  and  the  Oklahoma 
State  Dermatological  Association. 

Mark  A.  Everett,  MD,  has  been  appointed  to 
serve  on  the  22-member  Oklahoma  Humanities 
Committee.  Dr  Everett  is  a Regents  Professor  at 
the  University  of  Oklahoma  and  is  head  of 
dermatology,  interim  head  of  the  Department  of 
Pathology,  and  chief  of  staff  at  Oklahoma 
Memorial  Hospital.  He  will  serve  out  the  unex- 
pired term  of  a Humanities  Committee  member 
who  accepted  a position  out  of  state.  Committee 
members’  responsibilities  include  reviewing 
grant  applications  and  participating  in  grant 
decisions.  The  Oklahoma  Humanities  Commit- 
tee is  a non-profit  corporation  committed  to 
promotion  of  public  appreciation  and  under- 
standing of  the  humanities  in  Oklahoma. 

Legal  actions  contesting  exclusive  con- 
tracts between  physician  specialists  and  hospi- 
tals have  increased  dramatically,  according  to 
the  American  Medical  Association’s  Depart- 
ment of  Health  Facility  Programs.  While  such 
contracts  satisfy  a hospital’s  need  to  ensure 
physician  coverage  for  specialized  services, 
they  also  have  the  effect  of  barring  qualified 
physicians  from  providing  services  in  the  hospi- 
tal. The  courts  have  upheld  contractual 
arrangements  to  provide  the  following  types  of 
service:  radiology,  pathology,  reading  EKGs, 
cardiac  catheterization,  nuclear  medicine, 
renal  dialysis,  cardiac  surgery,  anesthesiology, 
emergency  room  care,  and  hospital  outpatient 
center  care.  In  upholding  the  legality  of  the 
contracts,  the  courts  have  rejected  arguments 
that  they  constitute  an  unreasonable  inter- 
ference with  the  right  of  other  physicians  to 
practice  their  profession,  that  the  contracts 
deny  the  patient  the  right  to  select  his  or  her 
own  physician,  and  that  the  hospital  adminis- 
tration lacks  the  authority  to  enter  into  them. 
Rather,  the  courts  have  ruled  that  exclusive 
contracts  promote  better  control  and  standardi- 
zation of  specialized  procedures,  increase  effi- 
ciency, and  improve  patient  monitoring.  □ 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmane*® « 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacyd  '^ 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A ef  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoflmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
/3:18-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  24/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
Z0/:1039-1041,  Sep  15,  1978.  6.  Kales  A et  ah  Clin 
Pharmacol  Ther  19:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Gerlair  Soc  27:541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file.  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  1.  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meel- 
ing  of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971,  12.  Poliak  CP,  McGregor  PA. 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  lor  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4.  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ. 

Dalmane’^  (E 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness lor  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  lluraze- 
pam  HCl;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodicizepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  lluraze- 
pam  HCl. 
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Dalmane®  [fiurazepam  HC] /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfiUs  all  these 
important 
criteria: 

•Rapid  onset  of  sleep.^ 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.^ 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.^ 

•Continued  efficacy  for  at  least  28  nights 
•Seldom  produces  morning  hangover.^ 
•Avoids  rebound  insomnia  when 
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therapy  is  discontinued. 
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15-mg/30-mg  capsules 
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The  High  Altitude 
Costs  of  “Claims 
Made”  Insurance 


A “Claims  Made”  malpractice  policy  is  designed 
to  rise  in  price  like  a hot  air  balloon. 


So  the  probabilities  are  sky  high  that  in  the  long  run  you’ll  pay  much  more  for  your  coverage 
if  you  make  a switch  from  PLICO  to  the  new  “Claims  Made”  competitor  now  soliciting  Oklahoma 
physicians. 

The  low  first-year  cost  of  their  balloon-like  policy  is  doubled  by  inflation  in  the  second  year, 
followed  by  an  approximate  50  percent  expansion  in  the  third  year  and  still  more  increases  are 
pumped  in  during  the  fourth  and  fifth  years.  All  of  these  step-rated  increases  are  compounded 
to  the  point  where  your  fifth  year  premium  will  be  three  to  four  times  larger  than  the  inviting  first- 
year  cost  of  this  “Claims  Made”  policy. 

PLlCO’s  premiums  feature  down-to-earth  stability.  Your  cost-conscious  Board  of  Directors  has 
managed  to  keep  PLlCO’s  rates  essentially  unchanged  over  a four-year  period  — even  during 
a time  of  record  high  general  inflation. 

By  using  the  current  rates  of  both  carriers,  and  by  assuming  the  same  relative  performance  over 
the  next  five  years,  we  can  easily  demonstrate  the  folly  of  giving  any  consideration  to  our  com- 
petitor’s product. 

If  you’re  a general  surgeon,  for  example,  over  a 5-year  period  you’ll  pay  PLlCO’s  competitor 
a whopping  total  premium  of  $32,151  for  a $1,000,000  professional  liability  insurance  policy. 
Yet  PLICO  charges  only  $18,685  for  the  same  coverage  limit  over  the  same  time  frame. 

So  on  the  bottom  line  we  find  that  PLICO  saves  you  $13,446  — which  is  enough  pocket  change 
to  buy  your  wife  a new  Buick.  . .or  enough  to  bankroll  your  daughter’s  wedding.  . .or  enough 
to  make  a substantial  down  payment  on  that  special  little  place  by  a placid  lake.  . .or  enough  to 
buy  10,773  Big  Macs  for  your  kids  and  several  armies  of  their  friends. 

And  with  sweepstakes  savings  like  these  coming  your  way  through  PLlCO’s  frugal  operations, 
it  goes  without  saying  which  company  you  should  choose  as  your  malpractice  carrier. 

You’ll  make  the  right  decision  — or  our  name  isn’t  PLICO! 


THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P.O.  Box  18171  • Oklahoma  City,  OK  73154  • 405/843-0215 


CITY  OF  FAITH 


Medical  and  Research  Center  • Tulsa,  OK  74136 


i rrERNAL  MEDICINE 

Ieneral  imternal  medicine 

[.inton  IN.  Corder,  MD 
j )bert  D.  Hestorff,  MD 
t itricia  M.  Lindsay,  MD 
i ?e  Sun  Lu,  MD 
I irol  A.  Talacki,  MD 
' \RDIOLOGY 
ter  O.  Knight,  MD 
iiseph  W,  Linhart,  MD 
aniel  J.  MacINeil,  MD 
j SDOCRIINOLOGY 
: jorge  W.  Moore,  MD 
^ '\STROENTEROLOGY 
joss  M.  Taylor,  MD 
^'ilFECTIOGS  DISEASES 
' irry  D.  Edwards,  MD 
EPHROLOGY 
i')hn  J.  Keveney,  Jr„  MD 
j itricia  M.  Lindsay,  MD 

I EUROLOGY 
i ichael  Karathanos,  MD 
alph  W.  Richter,  MD 

! JLMOINARY  MEDICIME 

i alph  A.  Redding,  MD 
i NCOLOGY 
jobert  D.  Hestorff,  MD 
thur  F.  Hoge,  MD 
j ithony  J.  Murgo,  MD 
I adim  F.  Nimeh,  MD 
, EMATOLOGY 
I abert  D.  Hestorff,  MD 
j ithony  J.  Murgo,  MD 
I adim  F.  INimeh,  MD 

T 

jtADIOLOGY 

' lAGINOSTlC  IMAGING 

I harles  R.  Gosnell,  MD 
atrick  D.  Lester,  MD 
' ilbert  O,  Maulsby,  MD 
')  enneth  K.  Wheatley,  MD 
lADlATIOIN  ONCOLOGY 
. aillip  W.  Jones,  MD 


ANESTHESIOLOGY 

Carlos  A.  de  Sanctis,  MD 
Betty  L.  Grundy,  MD 


FAMILY  AND 
COMMUNITY  MEDICINE 

CITY  OF  FAITH  CLINIC 

Robert  J.  Bliss,  MD 
W.  Craig  Sanford,  Jr.,  MD 
Bee  Sun  Lu,  MD 
Delbert  O.  Williams,  Jr.,  MD 

EMERGENCY  MEDlCIfNE 

William  H.  Dudney,  MD 
Edward  C.  Lauber,  Jr.,  MD 
Dalton  B.  Mclnnis,  Jr.,  MD 
T.  S.  Pennington,  MD 
Casey  Truett,  MD 
FAMILY  PRACTICE  CLINIC 
Jon  C.  Calvert,  MD 
John  R.  Crouch,  Jr.,  MD 
Frank  G.  Hamilton,  MD 
Guy  E.  Henning,  MD 
Vincent  D.  Licata,  MD 
William  K.  McCoy,  MD 
Edward  F.  Slothour,  MD 

HEALTH  APPRAISAL  CLINIC 

Robert  J.  Bliss,  MD 
W.  Craig  Sanford,  Jr.,  MD 
Delbert  O.  Williams,  Jr.,  MD 


LABORATORY 
MEDICINE  AND 
PATHOLOGY 

Edward  F.  Goljan,  MD 
John  E,  Lewis,  MD 
Raymond  J.  Thabet,  MD 


PSYCHIATRY 

F.  Paul  Kosbab,  MD 
Marianne  E.  Kosbab,  MD 
George  E.  Parkhurst,  MD 
Orlando  P.  Peccora,  MD 
Carl  R.  Peterson,  MD 


SURGERY 

CARDIAC-THORACIC  SURGERY 

Jasper  L,  McPhail,  MD 
GENERAL  SURGERY 
Ralph  L.  Byron,  MD 
David  B.  Hinshaw,  MD 
Janet  K.  Ihde,  MD 
D.  Lewis  Moore,  MD 
George  L.  Osborne,  MD 
Roger  L.  Youmans,  MD 

GYNECOLOGY 
Herbert  S.  Gates,  Jr.,  MD 
OPHTHALMOLOGY 
Raymond  E.  Townsend,  MD 
ORTHOPEDIC  SURGERY 
C.  Reiff  Brown,  MD 
Alan  W.  Holderness,  MD 

NEGROSURGERY 
Ronald  E,  Woosley,  MD 
OTORHINOLARYNGOLOGY 
Richard  E.  Carlson,  MD 
PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 

Lewis  W.  Thompson,  MD 
ORAL  SURGERY 
Jerry  L.  Greer,  DDS 
Philip  D.  Marano,  DDS 

UROLOGY 

Edward  M.  Blight,  MD 
VASCULAR  SURGERY 
David  B.  Hinshaw,  MD 
Jasper  L.  McPhail,  MD 

PEDIATRICS 

GENERAL  PEDIATRICS  AND 
ADOLESCENT  MEDICINE 

Lynnette  L.  Calvert.  MD 
Mona  S.  Mange,  MD 
Carl  E.  Pfanstiel,  Jr.,  MD 
David  I.  Schrum,  MD 

PEDIATRIC  CARDIOLOGY 
Marion  K.  Ledbetter,  MD 
PEDIATRIC  GASTROENTEROLOGY 

Sean  J.  Fennell,  MD 


elephone  consultations  day  or  night  • (918)  493-1000 


An  added  complication... 
in  the  treatment  of  bacteriai  bronchitis"^ 


Brief  Summary  Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage;  Cedor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reaiment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae (Dipiococcus  pneumoniae).  Haemophilus 
influenzae.  andS  pyogenes  (group  A beta*hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication;  Cedor  is  contraindicated  m patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings;  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Cedor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  oeen  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
peniallins.  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  m patients  who  develop  diarrhea  m assooation  with  the 
use  of  antibiotics  Such  colitis  may  range  m severity  from  mild  to 
life-threatemng 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Oosinpium  diffiaie  is  one  primary 
cause  of  antibiotic-assoaated  colitis 
Mild  cases  ot  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  ot  choice  for  antibiotic- 
assooated  pseudomembranous  colitis  produced  by  C diffiaie  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions— \t  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusc^lible  organisms  Careful  observation  ot  the  patient  is 
essential  If  supennfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  c^haiosponn  antibiotics  In  hematologic  studies  or  m 
transfusion  cross-matching  procedures  when  aniigiobulin  tests  are 
performed  on  the  minor  side  or  m Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  rt  should  be  recognized  that  a posilrve  Coombs  lest  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  m the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
ciinicai  observation  and  laboratory  studies  should  be  made  because 
sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  m the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehiing  s solutions  and  also  with  Climtest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP.  Ully) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  m 
individuals  with  3 history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy— Pregnancy  Category  fl— Reproduction 
studies  have  been  performed  m mice  and  rats  at  doses  up  to  1 2 limes 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
weii-controtled  studies  m pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  hurr\an  response, 
this  drug  should  be  used  during  pregnancy  only  it  clearly  needed 
Nursing  Mothers— SmaW  amounts  of  C^or  have  been  detected  m 
mother  s milk  following  administration  of  single  SOO-mg  doses 
Average  levels  wereO  18.  0.20.  0.21.  andO  IBrncg/ml  at  two.  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


hour  The  effect  on  nursing  infants  ■$  not  known  Caution  should  be 
exerosed  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children — Safety  and  effectiveness  of  this  product  lor  use 
in  infants  less  than  one  month  ot  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 S percent  of  patients 
and  include  diarrhea  (1  m 70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  t S percent 
of  patients  and  include  morbilliform  eruptions  (1  m 100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  in  less  than  1 m 200 
patients  Cases  ot  serum-sickness-like  reactions  (erythema 
muUitorme  or  the  above  skin  manifestations  accompanied  by 
arthritis  arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a tew  days  after  cessation  ot  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  ot  anaphylaxis  have  been  reported,  halt  ot  which  have 
occurred  m patients  with  a history  of  peniDllin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophiha 
(1  m ^ patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— hansAoiy  abnormalities  in  clinical 
laboratory  lest  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  lor  the  physician 

Hepahc— Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  m leukocyte  count, 
predominantly  lymphocytosis  occurring  m infants  and  young  children 
(1  m 40) 

Rena/— Slight  elevations  m BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1061 782R) 


' Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae  ’ 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  peniciiim-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  m the  treatment  and 
prevention  ot  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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Cefaclor 

Pulvules’ , 250  and  500  mg 


Some  ampiciliin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneunnoniae,  H.  influenzae.  ^ pyogenes 
(group  A beta-hemolytic  streptococci],  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 
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Roche  salutes  the  history  ot  Oklahoma  medicine 


PUTTING  THE 
PAP  TEST  ON  WHEELS 


Introducing  the  new  cancer  detection  procedure  for 
women  to  rural  areas  was  a challenge  well  met  by  the 
Oklahoma  Division  of  the  American  Cancer  Society 
when,  in  1946,  it  converted  an  obsolete  school  bus 
into  the  nation's  first  cancer  clinic  on  wheels. 

Staffed  by  volunteer  specialists — an  internist,  a 
dermatologist,  o gynecologist  and  a surgeon — and 
one  salaried  secretary  to  handle  the  record-keeping, 
the  recycled  vehicle  left  Oklahoma  City  and  headed 
north.  Its  first  stop  was  Tonkawa,'^  where  advance 
publicity  had  drawn  women  from  nearby  towns,  farms 
and  reservations,  all  seeking  the  proffered  examinations. 

Cooperative  etfort 

Local  doctors  ond  nurses  also  hurried  forward  to  volun- 
teer their  services  in  exchange  tor  a firsthand  oppartunity 
ta  practice  techniques  and  procedures  about  which  they 
had  previously  only  read. 

In  locatian  after  location,  the  white-painted  bus  dis- 
pensed its  tree  services  in  tour  cubbyhole  examination 
rooms,  offering  educational  literature  abaut  cancer  to 
patients  and  medical  professionals,  and  spreading 
important  messages  regarding  early  cancer  detection 
and  prompt  treatment  when  indicated.^ 


The  idea  caught  on 

Today  it  is  not  surprising  to  see  a modern  medical  ser- 
vices vehicle  on  wheels  in  shopping-center  parking 
areas,  schoolyards  or  business  centers.  Community 
service  organizations  sponsor  and  support  them  all 
across  the  country.  Unquestionably,  they  have  come  a 
long  way  in  equipment  and  comfort  from  the  school  bus 
that  pioneered  vital  health  services.. . but  //was  the  bus 
that  made  medical  history. 


References:  1.  Kane  JN  Famous  First  Facts,  3rd  e6  New  York,  The  H W 
Wilson  Co  , 1964  p 367  2.  Doto  on  file,  Hoffmonn-Lo  Roche  Inc , Nutley,  NJ 
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When  the  history  reveals 
anxious  depression... 


For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who 
are  also  anxious/  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms 
of  depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI),  the  tested 
and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  used  infrequently  in  nonpsychotic  patients.' 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy^ 

In  another  multicenter  study^  the  following  symptoms  associated  with 
anxious  depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.^ 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K:  Drug  treolment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine,  edited  by  Jorvik  ME,  New 
York,  Appleton-Century-Crotts,  1977,  p 316  2.  Felghner  JP  etal:  Psychopharmacology  61  2M -222.  Mar  1979  3.  Data  on  file, 
Hoftmann-La  Roche  Inc  , Nutley  NJ 


In  moderate  depression  and  anxiety 

Limbitnol® 

Toblttt  S-12.S  each  containing  5 mg  chloraiazepoxide  and  12  5 mg  amilnptvline 
(os  the  hydrochfonde  salt] 

Tableti  10-25  each  containing  10  mg  cnlordiaiepoxide  and  25  mg  dmitnpivline 
(ds  the  hydrachtade  sdtt) 


Please  see  summary  of  product  information  on  following  page. 


LIMBITROL®  TABLETS’®  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 

which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retenfion  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  potienfs  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cordiovosculor  potients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with  use 
of  fricyclic  anfidepressonfs,  especially  high  doses  Myocardial  infarcfion  and  stroke 
reported  with  use  of  fhis  class  of  drugs  ) Caufion  patienfs  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardaus  accupations 
requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  fronquilizers  during  fhe  firsf  frimesfer 
should  olmosf  always  be  ovolded  because  of  increased  risk  of  congenifol 
molformoflons  os  suggesfed  in  several  sfudies.  Consider  possibilify  of  preg- 
nancy when  insfifuting  fheropy,  advise  pofienfs  fo  discuss  fheropy  if  they 
infend  fo  or  do  become  pregnant. 

Since  physical  and  psychologicol  dependence  to  chlordiozepoxide  have  been  reported 
rarely,  use  caution  in  odministering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increose  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  hove  been  reported  (nauseo,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrowal  for 
chlordiozepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  ore  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  anfihypertensives  Concomifanf  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  fo  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anficholinergic  effecfs 

Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  accurring  reactians  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexic, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  bofh 
Limbifrol  and  amitripfyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove 
been  observed  rarely 

The  following  lisf  includes  adverse  reacfions  nof  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomanio  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitizatian,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilio,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vamiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  ga- 
lactorrhea and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering 
of  blood  sugar  levels 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosoge:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomotic  and  supportive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial 
dosage  of  three  to  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
and  25  mg  omitriptyline  (as  the  hydrochloride  solt)  and  blue,  film-coated  tablets,  each 
containing  5 mg  chlordiozepoxide  and  12  5 mg  omitriptyline  (as  the  hydrochloride 
salt) — bottles  of  100  and  500,  Tel-E-Dose*  packages  of  100,  Prescription  Poks  of  50 


MEDICAL  DIRECTOR 

Medical  director  needed  to  plan,  de- 
velop and  manage  all  medical  and 
health  care  programs  and  services  pro- 
vided to  incarcerated  residents;  appli- 
cants must  possess  licensure  to  practice 
medicine  in  the  State  of  Oklahoma  and 
six  (6)  years  of  professional  experience, 
including  three  (3)  years  in  an 
administrative  capacity  in  a health  or 
medical  care  agency  or  institution. 
Salary  range:  $60,922  - $81,641.  In- 
terested applicants  should  send  re- 
sumes to  the  Oklahoma  Department  of 
Corrections.  Atten:  Gary  Gardner,  Per- 
sonnel, 3400  N.  Eastern,  Oklahoma 
City,  73111  no  later  than  June  20, 
1983. 


Start  Planning  NOW 
To  Attend  The 

1984  OSMA 
ANNUAL 
MEETING 

At 

Shangri-La  Lodge 
Grand  Lake 
Afton,  Oklahoma 

May  9 - 12,  1984 
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When  mild 
to  moderate  pain 
is  a side  effect 
of  ‘‘Fitness” 


RUFEN 

(ibuprofen) 

measures  up... 
at  a reasonable 
cost! 


A Single-Entity  Pain  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 


“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”^  Rufen  stops  pain  at  the 
site  of  injury  and  inflanunation,  not  at  the  level  of 
central  perception.  There  is  no  duUed  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  rehef . . .potent  anti-inflanunatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  relief,  let  Rufen  show 
you  how  it  measures  up. 


e Boots  Pharmaceuticals,  Inc. 
Shreveport,  LA  71 106 
Pioneers  in  medicine  for  the  family 


See  next  page  for  brief  summary  of  prescribing 
information. 


® 


Measure 

RUFEN 

(ibuprofen) 

against  “standard” 
mild  to  moderate  pain 

Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-bhnd  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  “significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
rehef  and  duration  of  analgesia  parameters. 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  rehef  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.^ 

• Measured  against  post-episiotomy  pain  in  30 
patients,  “ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain. . .during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors... 


Measure 

RUFEN 

(ibuprofen) 

against  any 
mild  to  moderate  pain 


RUFEN 

Acetaminophen  + codeine  combinations 

• single-entity,  peripheral- 
acting  analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflam- 
matory component 

• better  tolerated  than 
aspirin 

• combined  side  effects  of  two  drugs  — 
warning  required  about  driving  or 
operating  machinery;  possible  respira- 
tory depression  with  alcohol,  tranquil- 
izers, other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy  in  a 
modern  NSAID 
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And  Ruferf  Measures  Up  Best 


RUFEN®  (ibuprofen)  Tablets 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  and  in  the  long-term  management  of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid  arthritis 
Relief  of  mild  to  moderate  pain.  Treatment  of  primary  dysmenorrhea 

CONTRAINDICATIONS:  Patients  hypersensitive  to  ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio-edema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS), 
WARNINGS:  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS).  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported.  Peptic 
ulceration,  perforation,  or  gastrointestinal  bleeding  can  end  fatally,  however,  an  association  has  not  been  established  Rufen  should  be  given  under  close  supervision  to  patients  with  a history  of  upper  gastro- 
intestinal tract  disease,  and  only  after  consulting  the  ADVERSE  REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted.  If  Rufen  must  be  given,  the  patient  should  be  under  close  supenrision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported.  If  developed,  discontinue  Rufen  and  administer  an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with  Rufen;  caution  should  be  used  in  patients  with  a history  of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in  patients  with  intrinsic  coagulation  defects  and  those  taking  anticoagulants. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen. 

DRUG  INTERACTION:  Coumarin-type  anticoagulants  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants. 

Aspirin  Concomitant  use  may  decrease  Rufen  blood  levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  should  not  be  taken  during  pregnancy  nor  by  nursing  mothers 

ADVERSE  REACTIONS:  Incidence  greater  than  1%,  Gastrointestinal:  The  most  frequent  adverse  reaction  is  gastrointestinal  (4  to  16%).  Includes  nausea*,  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  and  flatulence).  Central  Nen/ous  System:  dizziness*,  headache,  nervousness.  Dermatologic:  rash* 

(including  maculopapular  type),  pruritus  Special  Senses  tinnitus  Metabolic:  decreased  appetite,  edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS) 
•Incidence  3%  to  9%. 

Incidence  less  than  1 in  100  Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena.  Central  Nervous  System:  depression.  Insomnia,  confusion,  emotional  lability,  som- 
nolence, aseptic  meningitis  with  fever  and  coma,  dermatologic:  vesiculobullous  eruptions,  urticaria,  erythema  multiforme,  Stevens-Johnson  syndrome  and  alopecia.  Special  Senses  hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata  and/or  changes  in  color  vision)  [see  PRECAUTIONSJ.  Hematologic:  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive), 
thrombocytopenia  with  or  without  purpura  eosinophilia,  decreases  in  hemoglobin  and  hematocrit  Cardiovascular:  congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Allergic: 
syndrome  of  abdominal  pain,  fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS).  Renal:  acute  renal  failure  in  patients  with  preexisting  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous-  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis. 

Causal  relationship  unknown.  Gastrointestinal:  pancreatitis.  Central  Nervous  System:  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri  Dermatolooic:  toxic  epidermal  necrolysis,  photo- 
allergic  skin  reactions  Special  Senses;  conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  bleeding  episodes  Allergic:  serum  sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Endocrine: 
gynecomastia,  hypoglycemia.  Cardiovascular  arrhythmias  (sinus  tachycardia,  bradycardia,  and  palpitations).  Renal:  renal  papillary  necrosis. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied  Rufen  is  acidic  and  excreted  in  the  urine,  alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  arthritis  and  osteoarthritis,  including  llareups  of  chronic  disease;  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Dysmenorrhea;  400  mg  every  4 hours  as  necessary 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  the  relief  of  pain  Do  not  exceed  2.400  mg  per  Pay 
CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
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EXECUCENTER. 

BANK  OF  OKLAHOMA'S 
COMMITMENT  TO  THE 
TULSA  MEDICAL  COMMUNITY 


ExecuCenter  A Department  Within  Bank  of  Oklahoma  Specifically  Designated 
To  Guarantee  Professional  Financial  Services. 

The  ExecuCenter  and  your  personal  ExecuCard.  which  carries  a 24-hour  private  exchange 
phone  number  for  your  convenience,  provide  you  with  all  of  the  Professional  Financial 
Services  you  have  come  to  expect  from  Bank  of  Oklahoma 

Through  the  ExecuCenter  and  your  Account  Manager.  Steve  Austin,  we 
reemphasize  our  commitment  to  providing  the  Products.  Services  and 
Expertise  necessary  to  meet  your  total  financial  needs 

Call  Steve  Austin  today  at  588-6268  and  find  out  how  the  ExecuCenter  can 
help  you  get  it  done 

BANK  OF  OKIAHOMA 

PO  Box  2300  • Tulsa.  Oklahoma  74192  • 588-6268  • Member  EPIC 
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OSMA  Group  Life  Insurance  Trust 

Physician  and  Employee  Group  Term  Life  Insurance  Plan: 

• Favorable  Rates 

• Easy  Enrollment 

• Quarterly  Billings 

• Can  be  Guaranteed  Issue 


Physician  Term  Life  Plan  — $300,000: 

• Additional  Accidental  Death 

• Accidental  Death  by  Common  Carrier 

• Dismemberment  Benefit 

• Waiver  of  Premium 

Approved  by  Council  on  Member  Services  and 
specifically  designed  for  the  professional  physician 

Thomas  A.  Hamilton, 

Administrator 

405  236-4681 


OSMA  Group  Life  Insurance  Trust 
500  City  Center  Building 
Oklahoma  City,  Oklahoma  73102 

J.  Hawley  Wilson,  Jr. 
The  Wilson  Agency 
500  City  Center 
Oklahoma  City,  Oklahoma 

Massachusetts  Mutual  Life 
Insurance  Co. 

Springfield,  Massachusetts 
Organized  1851 
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Technology,  Teaching,  and  Tariffs 

Two  hundred  years  ago  the  practice  of 
medicine  involved  very  little  applied  science 
and  no  technology  whatsoever  except  that  em- 
ployed by  vintners  and  chemists.  Today,  the 
forces  of  scientific  and  medical  technology  are 
threatening  to  subjugate  us  in  a technocracy 
and,  it  appears,  we  are  losing  the  struggle  for 
dominance.  If  we  who  practice  medicine  lose 
this  stuggle,  we  will  be  replaced  by  computers 
and  robots.  Our  profession  will  disappear.  If  we 
function  as  technicians,  or  if  we  view  our  pro- 
fession as  a scientific  discipline  and  not  as  one 
of  the  humanities,  our  disappearance  will  be 
certain  and  our  fate  justified.  Medical  care  will 
be  replaced  by  medical  attention. 

At  first  glance,  these  facts  seem  unrelated  to 
the  costs  of  medical  care.  There  is,  however,  a 
direct  cause  and  effect  relationship  and  it  is 
essential  that  this  relationship  be  recognized  if 
our  efforts  to  control  the  costs  of  medical  care 
are  to  succeed. 

Fifty  years  ago  most  students  of  medicine 
were  taught  by  men  and  women  whose  pri- 
mary commitments  were  to  private  patients. 
The  teachers  were  engaged  in  the  private  prac- 
tice of  medicine.  They  maintained  offices.  They 
answered  calls  in  the  middle  of  the  night.  They 
wrote  prescriptions.  They  set  their  fees  and 
paid  their  overhead  expenses.  As  teachers, 
they  volunteered  their  time  and  received  little 
or  no  monetary  remuneration  for  their  ser- 
vices. The  patients  they  cared  for  in  the 
academic  clinics  and  hospitals  were  truly  char- 
ity patients  whose  medical  care  was  provided 
free  of  charge  in  exchange  for  their  par- 
ticipation in  the  education  of  medical  students. 

In  such  circumstances  the  attending  physi- 
cian — the  teacher  — did  not  differentiate  the 
desire  to  know  and  the  need  to  know.  Every 
diagnostic  procedure  that  could  be  done  with- 
out harming  the  patient  would  be  done.  Hos- 
pital stays  of  weeks,  even  months,  were  ac- 
cepted too,  as  part  of  the  costs  of  medical  edu- 
cation, not  medical  care. 

As  new  technologies  developed  and  new 
medical  specialties  evolved,  medical  school  fac- 
ulties shifted  rather  abruptly  from  volunteer  to 
full-time  teachers  who  were  not  engaged  in  the 
private  practice  of  medicine.  More  signifi- 
cantly, they  rarely  had  a clear  understanding 
of  the  costs  generated  by  the  orders  they  au- 


thorized in  the  diagnosis  and  treatment  of 
their  patients. 

Undergraduate  medical  students  realized 
perhaps  without  being  taught  that  it  was 
easier  to  order  a chest  x-ray  than  to  examine  a 
patient’s  chest;  better  to  order  a blood  sugar 
and  an  electrocardiogram  than  to  obtain  a de- 
tailed history  from  the  patient.  As  technologies 
expanded,  students  learned  that  two  x-rays 
and  a tomographic  study  were  much  better 
than  a simple  chest  x-ray;  a glucose  tolerance 
test  and  an  exercise  tolerance  electrocardio- 
graphic study  were  far  better  than  a single 
blood  sugar  determination  and  a simple  rest- 
ing electrocardiogram. 

Tomorrow  there  will  be  newer,  more  sophis- 
ticated and  more  expensive  technologies  with 
important  applications  in  medical  practice, 
continuing  the  spiral  of  laudable  progress.  If, 
however,  the  new  technology  is  allowed  to  sup- 
plant simpler,  equally  effective  and  less  costly 
measures,  to  minimize  the  personal  values  in 
medical  practice,  to  circumvent  the  exercise 
of  judgment  and  discretion,  it  will  become  our 
master.  The  staggering  costs  of  technological 
medical  attention  now  being  borne  by  pa- 
tients and  their  individual  resources  will  con- 
tinue to  rise,  unchecked.  As  more  of  the  medi- 
cal school  curriculum  is  used  up  in  teaching 
the  techniques  of  medical  attention,  medical 
students  will  learn  less  of  the  art  and  nothing 
of  the  economics  of  medical  care. 

Clearly,  such  inappropriate  learning, 
whether  promoted  or  merely  permitted,  can 
exert  a disastrous  effect  on  the  costs  of  medi- 
cal education  and  medical  care  unless  steps 
are  taken  to  change  both  the  way  medical 
students  are  taught  and  what  they  learn.  The 
manner  whereby  a student  learns  to  practice 
medicine  and  is  taught  to  become  a physician 
will  determine  whether  a profession  becomes  a 
technocracy  and  whether  the  costs  of  medical 
care  will  bankrupt  a nation. 

Otherwise,  it’s  a trivial  issue  involving  dif- 
ferences in  educational  philosophies.  — MRJ 
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Where  in  the  Alphabet  Do  I Find  MD? 

One  of  the  few  redeem- 
ing features  of  Presbyopia 
is  that  is  enables  its  own- 
ers to  more  easily  over- 
look the  advancing  wrin- 
kles, aberrant  hairs,  and 
sagging  contours  of  mid- 
dle age.  One  of  the  non- 
redeeming features  of 
being  a middle-aged 
physician  in  Oklahoma  in  1983  is  the  ad- 
vancing plethora  of  abbreviations  in  medicine. 
Not  only  do  diseases,  drugs,  and  tests  appear 
only  by  their  initials,  but  whole  organizations 
and  philosophies  come  to  one’s  attention  in 
oft-confusing  letter  form. 

Indeed,  casually  referring  to  the  differential 
diagnosis  of  an  EPO  from  a PPO,  from  an  IPA 
has  become  a form  of  one-upmanship.  The  in- 
timidating effect  on  the  less  informed  listener 
may  only  add  to  his  uneasy  concern  that  know- 
ledge is  expanding  as  fast  as  his  cerebral  gray 
matter  is  contracting.  Next  year  is  1984,  but 
I’d  rather  not  be  reminded  before  my  second 
cup  of  coffee,  thank  you. 

The  climate  of  the  1970s  was  such  that  IPAs 
— Independent  Practice  Associations,  a type  of 
HMO  — did  not  flourish.  Comprecare,  an  IPA 
in  Denver,  now  has  approximately  half  the 
number  of  enrollees  that  it  had  one  year  ago.  A 
major  revision  in  that  organization’s  system  of 
physician  reimbursement  may  bring  success  in 
Denver’s  highly  competitive  atmosphere. 
However,  they  have  certainly  encountered  dif- 
ficulties, as  have  IPAs  and  more  traditional 
HMOs  in  several  locations.  One  of  the  larger 
HMOs  in  Denver  suffered  financial  failure  and 
is  no  longer  operational.  The  Prucare  HMOs  in 
Tulsa  and  Oklahoma  City  appear  solidly  estab- 
lished, and  the  Tulsa  organization  has  actually 
grown  faster  than  originally  projected.  The 
traditional  gatekeeper  function  of  these  HMOs’ 


primary  care  physicians  and  Prudential’s  own 
profit  motive  are  certainly  key  characteristics 
of  these  organizations. 

The  new  kid  on  the  block,  however,  appears 
to  be  the  PPO.  A PPO  — Preferred  Provider 
Organization  — has  now  been  established  at 
both  St  John  Medical  Center  and  St  Francis 
Hospital  in  Tulsa.  What  is  the  difference  in  the 
climate  of  the  1980s  that  brings  forth  these 
new  species?  Among  the  critical  elements  ap- 
pear to  be  an  abundant  supply  (oversupply?)  of 
physicians  and  hospital  beds,  an  increased 
awareness  of  the  cost  of  health  care,  active 
involvement  of  business  groups,  and  an  in- 
creasing emphasis  on  competition  rather  than 
regulation.  Start  up  costs  are  lower  and  start 
up  time  is  much  shorter  for  a PPO  than  an 
HMO.  Another  interesting  contrast  exists  in 
Denver,  where  the  PPO  Mountain  Medical  Af- 
filiates operates  with  only  five  staff  persons 
compared  to  34  staff  persons  at  the  previously 
mentioned  IPA. 

Recent  articles  in  the  Journal  of  the  Ameri- 
can Medical  Association  and  elsewhere  have 
raised  some  valid  questions  as  to  the  appli- 
cability of  the  competition  model  to  the  medi- 
cal care  area.  Additionally,  one  must  bear  in 
mind  that  the  interests  of  physicians  and  hos- 
pitals do  not  always  run  parallel  in  our  new 
environment. 

However,  in  spite  of  all  the  foregoing,  I would 
urge  that  MD  remain  exactly  where  it  has 
rightfully  been  in  the  past.  MD  should  be  found 
in  our  alphabet  closely  linked  with  quality  of 
care,  compassionate  and  skilled  profes- 
sionalism, and  the  very  best  which  is  implicit 
in  the  term  physician.  As  individuals  and  as  an 
organization  of  physicians,  we  need  more  than 
ever  to  work  toward  the  highest  ideals  of  the 
medical  profession. 
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Dietary  Intake  in  Rural  Oklahomans 


TRUDY  L.  BUSH,  PhD,  MHS 
PAULA  A.  PECK,  MS,  RD 
BETTY  EDGE,  RD 
INDER  J.  SHARMA,  MS 

In  this  study  of  the  dietary  habits  of 
rural  Oklahomans,  some  common  beliefs 
are  confirmed  and  some  unexpected 
findings  revealed. 

Patterns  of  nutrient  intake  differ  by  geo- 
graphic region,  and  food  habits  within  a given 
locale  may  be  influenced  by  a wide  variety  of 
population  and  personal  factors.  Those  factors 
that  may  determine  or  modify  dietary  intake 
include  the  age,  sex,  education,  occupation, 
and  marital  status  of  individuals,  as  well  as 
the  agricultural  resources  and  ethnic  and 
sociocultural  environment  of  the  region.^ 

It  is  important  for  health  professionals  to 
have  some  basic  knowledge  of  regional  dietary 

This  work  was  supported  by  contract  #N01  HV2-2932-L  granted  by  The 
National  Heart,  Lung  and  Blood  Institute  of  The  National  Institutes  of  Health 


patterns;  this  permits  local  physicians  and/or 
dietitians  to  interact  more  effectively  with 
their  patients.  It  is  particularly  important  for 
those  health  professionals  who  are  involved  in 
changing  nutritional  behavior  to  be  aware  of 
local  food  patterns,  since  changes  can  be  ac- 
complished more  readily  when  local  practices 
are  known. 

We  are  unaware  of  any  systematic, 
population-based  data  on  dietary  intake  pat- 
terns in  Oklahomans.  Therefore,  the  objective 
of  this  paper  is  to  present  a description  of  the 
dietary  intake  of  macronutrients,  determined 
by  a 24-hour  dietary  recall,  in  a random  sam- 
ple of  rural  Oklahomans. 

Subjects  Selected  and  Screened 

Study  Sample.  Data  for  this  paper  were 
gathered  as  part  of  the  Oklahoma  Lipid  Re- 
search Clinic’s  (LRC)  Prevalance  Study  of 
heart  disease.  The  Oklahoma  LRC  was  estab- 
lished in  1972  by  the  National  Heart,  Lung 
and  Blood  Institute  as  one  of  12  Lipid  Research 
Clinics  in  the  United  States  and  Canada.  The 
prevalence  studies,  conducted  in  ten  of  the 
clinics,  were  designed  to  describe  the  distribu- 
tion and  relationship  of  lipids  and  lipoproteins, 
diet,  and  other  factors  to  coronary  heart 
disease.^ 
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The  methodology  and  study  sample  of  the 
Oklahoma  LRC  have  been  described  in  detail 
previously.^’  ^ Briefly,  a multistage  random 
sample  of  over  10,000  residents  of  Canadian, 
Lincoln,  McClain,  and  Pottawatomie  counties 
was  drawn.  All  persons  sampled  were  invited 
to  participate  in  an  initial  screening  examina- 
tion (Visit  1),  which  included  a brief  question- 
naire and  a measurement  of  fasting  levels  of 
serum  lipids.  Seventy-six  percent  of  invited 
residents  participated  in  this  first  examina- 
tion. A 15%  random  sample  of  Visit  1 par- 
ticipants, plus  all  persons  found  at  this  visit  to 
have  elevated  lipid  levels  or  who  were  taking 
lipid-lowering  medications,  were  then  invited 
to  a second,  more  extensive  examination  (Visit 
2).  The  Visit  2 examination  included  a 24-hour 
dietary  recall,  fasting  ( ^ 12  hours)  lipid  and 
lipoprotein  determinations,  resting  and  stress 
electrocardiography,  anthropometric  mea- 
surements, clinical  chemistry  determinations. 


and  a detailed  questionnaire  designed  to  as- 
certain cardiovascular  symptoms  and  morbid- 
ity, personal  habits,  and  medication  consump- 
tion. 

Persons  eligible  for  inclusion  in  this  report 
were  the  382  white  men  and  454  white  women, 
20  years  of  age  or  older,  who  were  randomly 
selected  for  the  Visit  2 examination.  Men 
(N  = 32)  and  women  (N  = 59)  who  reported 
that  they  were  on  a special  diet  (eg,  weight 
reduction,  low  cholesterol)  were  excluded  from 
analysis.  Also  excluded  were  12  men  and  17 
women  who,  in  the  interviewer’s  opinion,  pro- 
vided unreliable  dietary  information,  or  for 
whom  dietary  information  was  not  available 
(one  man  and  five  women).  These  exclusions 
resulted  in  a final  sample  size  of  337  men  and 
373  women. 

24-hour  Dietary  Recall.  The  24-hour  diet- 
ary recall  interview  was  conducted  at  the  Visit 
2 examination  by  trained  and  certified  inter- 
viewers using  a standardized  protocol  de- 
veloped by  the  Lipid  Research  Clinics  Program 
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1 If  Prevention  Subject  enter 
visit  member,  if  Prevalence 

APPENDIX 

Subject  enter  RL  for  a recall 
or  RD  for  a record 

One  Day  Dietary  Recall  Form 

Subject  ID  Number  (6-14) 

O M B 68-S73044 
2.  Date  of  Visit: 


1- £ 


Initials: 
1st  2nd 


5.  Time  of  evening 
meal  (day  before 
yesterday). 

U ■ 30  > PI 


. Time  of  arising 
yesterday 


i p m 


CONDUCT  RECALL 
BEFORE  COMPLETING 


1 lb.  H'as  the  intake 

Typical  for  the  subject^ 

Considerably  less  than  usuaP 2 

Considerably  more  than  usual’ 3 (54) 

12.  Recall  Interviewer  Cot 

leN 

0 

umber 
^ 1 

.55:5 

61 

13-  Transcriber  Initials  Cot 

If  none,  mark  1 

through  with  | 

horizontal  slash 

ie  Number 
57-58) 

8 Yesterday  was 
Sunday . 

.Monday 
Tuesday 
N^ednesday 
Thursday 
Friday  . 

Saturday 


If  sub/ecl  IS  a Prevention 
Trial  Subject  not  at  Visit 
1.  go  to  question  It: 
otherwise  continue. 


9a  Are  you  on  a special 
diet? 


6 

7 (43) 


No  . 
Yes. 


-S> 

. 2 (44) 


//  ".\'o,"'go  to  ques- 
tion 10  otherwise 
ask  question  9b. 


9b  Are  you  on  any  of  these  kinds 
diets? 


1 0 How  many  eggs  do  you  eat  a week? 
(Don 't  include  eggs  used  in  cooking) 


Weight  reducing? 
Diabetic?  . . 

Bland? 

Fat  modification'’ 
Low  cholesterol? 
Other?*  . . 


1 1 Interviewer 's  opinion 
a h'as  subject 's  recall 

Reliable ^ 

Unreliable  ■ unable  to  recall  substantial  part 
of  intake,  i.e  , one  or  more  meals? 2 

Unreliable  for  other  reasons^  Specify*..  3* 


1 4 Person  responsible  for  coding 


RECORD  NCC 

(59-60) 


LRC 

(61-62) 


15.  Current  codebook 
edition 


'(63-64) 


16-  Date  of  coding 


Month  (65-70)  ^ Year 


17.  Last  record  number  used 


rm 


*//  an  fl/isurr  marked  with  an  asterisk  is  circled  please  make  an  explanatory  comment  at  the  bottom  of  this  page 

Key  puncher.  For  Jirst  card  below  punch  !Dl^^|4T2r7l-5 ).  duplicate  columns  6- 16  and  leave  1 7-39  blank.  Jor  succeeding  cards  duplicate  1-39 


RECORD 

NO. 


: Homel 
• Away  I 


A = am  P = pm 


1 = No 

WAS  FAT  ADDED?  2 = Yes 

9 = Unknown 


FOODS  and  BEVERAGES 


COMPLETE  DESCRIPTION 


NHLI 

FOOD 

CODE 


FREQUENCY 


010 


I, 


hL‘yi.!ar  , Hi.  c-li  , L C L. 


mo 

040 

050 

070 

080 

090 

100 

no 

120 
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^ O 
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AL 
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and  the  National  Heart,  Lung  and  Blood 
Institute.®  Four  of  the  five  Oklahoma  inter- 
viewers were  also  registered  dietitians.  The  in- 
terview occurred  on  the  same  day  that  fasting 
blood  specimens  were  drawn  and  consisted  of 
ascertaining  all  foods  and  beverages  (including 
alcoholic  beverages)  eaten  and  drunk  in  the  24 
hours  preceding  the  12-hour  fast.  Portion  sizes 
of  each  food  consumed  and  specific  methods  of 
food  preparation  (eg,  broiling,  frying)  also  were 
obtained  during  the  diet  recall  interview.* 
These  dietary  data  were  then  forwarded  for 
numerical  coding  to  the  Nutrition  Coding 
Center  of  the  National  Heart,  Lung  and  Blood 
Institute.  The  Nutrition  Coding  Center,  lo- 
cated in  Minneapolis,  Minnesota,  is  responsi- 
ble for  coding  all  liquid  intake  (except  water) 
and  all  food  intake  (including  kinds  of  fats  used 
in  food  preparation). 

After  coding,  the  information  was  sent  to  the 
LRC  Central  Patient  Registry  and  Data  Coor- 
dinating Center  where  total  24-hour  nutrient 
intake  was  summarized  and  calculated  for 
each  participant.  The  quantified  dietary  com- 
ponents included:  total  calories,  total  protein, 
total  fat,  total  carbohydrates,  saturated  fatty 
acids,  monosaturated  fatty  acids,  polyun- 
saturated fatty  acids,  cholesterol,  starch,  re- 
fined sugar,  crude  fiber,  alcohol,  and  certain 
vitamins  and  minerals.  This  paper  is  limited  to 
a descriptive  analysis  of  caloric  intake  and  per- 
cent of  calories  consumed  from  alcohol  and 
from  the  macronutrients  protein,  fat,  and 
carbohydrates  in  this  population. 

The  validity,  reliability,  and  generalizability 
of  the  24-hour  dietary  recall  as  a method  for 
evaluating  dietary  intake  has  been 
questioned.®'^®  A major  criticism  is  that  the 
dietary  intake  of  a single  day  may  not  be 
representative  of  usual  intake.®  An  additional 
criticism  is  that  the  recall  tends  to  misestimate 
at  the  extremes;  that  is,  when  true  intake  is 
low,  the  recall  overestimates,  and  when  true 
intake  is  high,  the  recall  underestimates.® 

It  is  important  to  keep  these  considerations 
in  mind  when  describing  or  predicting  dietary 
intake  in  individuals  or  when  trying  to  ascer- 
tain a dietary  history.  However,  these  criti- 
cisms do  not  negate  the  validity  and  usefulness 
of  the  24-hour  recall  for  comparing  dietary  in- 
take across  groups  of  persons,  as  was  done  in 
this  study.  In  fact,  there  are  numerous  reports 


*A  more  complete  description  of  the  24-hour  dietary  recall  method  with 
detailed  LRC  coding  information  can  be  found  in  Reference  5.  A copy  of  the 
24-hour  recall  form  is  presented  in  the  Appendix. 


TABLE  1.  OPERATIONAL  DEFINITIONS 
OF  ANALYSIS  VARIABLES 


VARIABLE 

CATEGORY 

DEFINITION 

SMOKING 

Current  smoker 
Ex-smoker, 

Currently  smoking  cigarettes 

recent 

Ex-smoker, 

Quit  within  last  2 years 

long  term 

Quit  more  than  2 years  ago 

Nonsmoker 

Never  smoked 
(Visit  2 interview) 

MARITAL 

Not  married 

Single,  widowed. 

STATUS 

separated  or  divorced 

Married 

Currently  married 
(Visit  1 interview) 

ALCOHOL 

Less  than  25 

Quantity  of  alcohol  con- 

CONSUMP- 

grams 

sumed  during  previous  week 

TION 

25  to  50  grams 
50+  grams 

(Visit  2 interview) 

EDUCATION 

Greater  than 

Education  of  self 

high  school 
High  school 
graduate 
Some  high  school 
Less  than 
high  school 

(Visit  1 interview) 

OCCUPATION  Professional  & 

Occupation  of 

managerial 

head-of- household 

Clerical 
Skilled  and 
manual 
Unskilled  and 
other 

(Visit  1 interview) 

Regular  strenuous  exercise  or 

REGULAR 

No 

hard  physical  labor 

EXERCISE 

Yes 

(Visit  2 interview) 

BODY  MASS 

wt  (kg)/hU  (m) 

Lean 

< 20  for  men 

< 19  for  women 

Acceptable 

20-25  for  men 
19-24  for  men 

Overweight 

26-30  for  men 
25-30  for  women 

Obese 

30  + for  men  or  women 
(Visit  2 exam) 

CALORIES/ 

Total  calorie  intake/ 

KILOGRAM 

body  weight 

(24-hour  recall/Visit  2 exam) 

that  the  24-hour  recall 

is  a valuable  and  valid 

tool  in  describing  intake  in  groups. 

Statistical  Methods.  Demographic,  be- 
havioral, and  anthropometric  measures  that 
may  be  associated  with  nutritional  intake  were 
ascertained  from  the  Visit  1 or  Visit  2 inter- 
view (Table  1).  Occupational  categories  were 
assigned  based  on  the  single-digit  occupational 
code  of  the  US  Census  Bureau.^®  The  cate- 
gories of  body  mass  were  determined  using  the 
sex-specific  criteria  suggested  by  Bray,^®  which 
have  been  modified  for  weight  of  clothing.  Two 
measures  of  alcohol  consumption  were  used  in 
this  study,  eg,  alcohol  intake  reported  during 
the  24-hour  recall  and  that  consumed  during 
the  week  preceding  the  Visit  2 interview. 
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TABLE  2.  DISTRIBUTION  (MEAN  ± S.D.)  OF  NUTRIENT  INTAKE 

BY  AGE  AND  SEX 

WHITE  PARTICIPANTS,  OKLAHOMA  LRC 


PERCENT  OF  CALORIES  FROM 

TOTAL  CALORIES/  CARBO- 


AGE 

N 

CALORIES 

KILOGRAM 

PROTEIN 

FAT 

HYDRATE 

ALCOHOL 

men 

20-29 

64 

3675  ± 

1463 

48  ± 22 

14  ± 3.6 

40  ± 6.8 

44  + 

8.8 

3+  6.5 

30-39 

72 

3206  ± 

1130 

40+  17 

15  + 4.6 

40  + 8.8 

42  ± 

10.0 

2±  6.4 

40-49 

68 

3045  ± 

1478 

38+  19 

14  + 3.3 

43+  8.1 

41  ± 

9.5 

2±  5.6 

50-59 

66 

2696  ± 

935 

35  ± 12 

16  ± 3.8 

42  ± 7.9 

41  ± 

8.5 

1±  2.7 

60-69 

46 

2574  ± 

786 

34+  12 

16+  3.4 

40+  8.1 

43  + 

8.0 

2±  5.1 

70  + 

21 

1761  ± 

574 

24  ± 10 

16+  3.8 

40  ± 8.5 

44  ± 

9.6 

* 

TOTAL 

337 

2986  ± 

1270 

38  ± 16 

15+  3.8 

41  ± 8.0 

42  + 

9.1 

2+  5.3 

women 

20-29 

66 

2101  ± 

723 

33+  13 

14  ± 3.8 

40  ± 8.0 

46  + 

9.4 

* 

30-39 

73 

1994  ± 

807 

32  ± 15 

14+  4.6 

41+  7.5 

44  ± 

9.8 

1 ± 2.5 

40-49 

63 

1644  ± 

578 

26+  11 

16+  4.6 

41  ± 7.0 

42  + 

8.8 

1+  2.5 

50-59 

64 

1761  ± 

510 

27  ± 9 

15  ± 4.5 

40  + 7. 1 

44  + 

8.7 

1±  2.9 

60-69 

59 

1685  + 

515 

27+  12 

15+  3.5 

38  ± 8.8 

47  ± 

9.4 

* 

70  + 

48 

1502  ± 

477 

25+  10 

15  ± 4.6 

36  ± 6.7 

49  ± 

7.3 

♦ 

TOTAL 

373 

1801  ± 

655 

28+  12 

15  ± 4.3 

40  ± 7.6 

45  + 

9.0 

* 

* Less  than  one  percent 


All  statistical  analyses  were  computed  using 
procedures  of  the  Statistical  Analysis  System 
(SAS).^'^  The  differences  between  unadjusted 
means  were  tested  for  statistical  significance 
using  Duncan’s  Multiple  Range  Test.  The 
Least  Square  Means  Test  from  the  General 
Linear  Model  procedure  of  SAS  was  used  to 
test  the  differences  between  means  that  had 
been  adjusted  for  age  and  body  mass  (Tables  3, 
4,  and  5). 

Results 

The  sex-  and  age-specific  distributions  of 
total  calories,  calories  per  kilogram  of  body 
weight,  and  percent  of  calories  from  protein. 


fat,  carbohydrate,  and  alcohol  (from  the 
24-hour  recall)  are  presented  in  Table  2.  In 
both  men  and  women,  mean  caloric  intake  was 
generally  lower  in  the  older  age  cohorts.  Mean 
calories  per  kilogram  of  body  weight  tended  to 
follow  a similar  pattern. 

With  the  exception  of  participants  70  years 
of  age  or  older,  men  consumed  an  average  of 
50%  to  85%  more  calories  per  day  than  women. 
When  caloric  intake  per  kilogram  was  com- 
pared, men  still  consumed  20%  to  50%  more 
calories  per  kilogram  of  weight  than  did 
women  (with  the  exception  of  those  men  aged 
70  years  and  older).  Older  men  (70-1-  years)  ate 
slightly  more  total  calories  than  older  women 
(1,761  vs  1,502);  however,  mean  calories  con- 


TABLE  3.  AGE-ADJUSTED  DISTRIBUTION  (MEAN  ± S.E.)  OF  NUTRIENT  INTAKE 
BY  BODY  MASS  CATEGORIES  AND  SEX 
WHITE  PARTICIPANTS,  OKLAHOMA  LRC 


PERCENT  OF  CALORIES  FROM 


BODY  MASS 

N 

TOTAL 

CALORIES 

CALORIES/ 

KILOGRAM 

PROTEIN 

FAT 

CARBO- 

HYDRATE 

ALCOHOL 

MEN 

Lean 

21 

3377  ± 251 

*55+  3.5 

14  ± 0.8 

40+  1.8 

43  + 2.0 

2±  1.2 

Acceptable 

135 

2816 ± 105 

*40+  1.4 

14+  0.3 

40+  0.7 

43  + 0.8 

2±  0.5 

Overweight 

150 

2738+  101 

*32  ± 1.3 

16  ± 0.3 

41+  0.7 

42  ± 0.8 

2±  0.5 

Obese 

31 

2912+  216 

*28  ± 2.9 

16  ± 0.7 

42  ± 1.5 

41+  1.7 

1 + 1.0 

TOTAL 

337 

2953  + 51 

38  ± 0.8 

15+  0.2 

41  + 0.4 

42  ± 0.5 

2±  0.2 

WOMEN 

Lean 

18 

2039  ± 147 

*43+  2.5 

14+  1.0 

38  ± 1.8 

47+  2.1 

Acceptable 

121 

1847  ± 48 

*32  ± 0.8 

15  ± 0.3 

40  + 0.6 

45  ± 0.7 

Overweight 

174 

1674  ± 57 

*24+  1.0 

15  ± 0.4 

39  ± 0.7 

46  + 0.8 

Obese 

60 

1740  ± 81 

*20  ± 1.3 

15  ± 0.6 

40+  1.0 

44  ± 1.2 

TOTAL 

373 

1825  ± 48 

29  + 0.8 

15  ± 0.2 

40  ± 0.4 

45  + 0.5 

** 

* Each  value  is  significantly  difierent  (p  <.05)  from  each  other  value. 
**Less  than  one  percent 
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TABLE  4.  DISTRIBUTION  (MEAN  ^ S.E.)  OF  NUTRIENT  INTAKE 
ADJUSTED  FOR  AGE  AND  BODY  MASS 
BY  SELECTED  DEMOGRAPHIC  AND  BEHAVIORAL  VARIABLES 
WHITE  MALES,  OKLAHOMA  LRC 


PERCENT  OF  CALORIES  FROM 


VARIABLE  TOTAL  CALORIES  CARBO- 

VARIABLE  CATEGORIES  N CALORIES  KILOGRAMS  PROTEIN  FAT  HYDRATE  ALCOHOL 


SMOKING 

Current  Smokers 

140 

3153  ± 

100 

40  + 

0.3 

15  ± 

0.3 

41  ± 

0.7 

41  ± 

0.8 

3 

± 

0.4 

Ex-Smoker,  Recent 

16 

2428  ± 

291 

30  + 

3.9 

14  + 

1.0 

37  ± 

2.0 

48  ± 

2.2 

** 

Ex-Smoker,  Long  Term 

88 

2897  ± 

127 

38  ± 

1.7 

15  + 

0.4 

41  + 

0.9 

42  ± 

0.9 

2 

0.6 

Nonsmoker 

93 

2919  ± 

122 

38  ± 

1.6 

15  ± 

0.4 

41  ± 

0.8 

43  + 

0.9 

1 

- 

0.5 

MARITAL  STATUS 

Not  Married 

44 

3165± 

179 

41  + 

2.4 

15  + 

0.6 

40  + 

1.2 

42  + 

1.4 

3 

± 

0.8 

Married 

293 

2959  ± 

69 

38  + 

0.9 

15  + 

0.2 

41  + 

0.5 

42  ± 

0.5 

2 

0.3 

ALCOHOL* 

Less  than  25  grams/week 

224 

2965  ± 

79 

38  + 

1.0 

15  + 

0.3 

42  + 

0.5 

43  ± 

0.6 

** 

25-50  grams/week 

27 

2921  ± 

227 

37  ± 

3.0 

14  + 

0.7 

41  + 

1.6 

44  + 

1.7 

1 

0.9 

50  grams/week 

86 

3059  ± 

127 

40  + 

1.7 

15  + 

0.4 

39  ± 

0.9 

39  + 

1.0 

7 

0.5 

EDUCATION 

Greater  than  High  School 

128 

2817  ± 

110 

36  ± 

1.4 

14  ± 

0.4 

41  ± 

0.8 

42  + 

0.9 

2 

0.5 

High  School  Grad 

120 

3117± 

107 

40  ± 

1.4 

15  ± 

1.4 

15  ± 

0.3 

41  ± 

0.7 

42 

± 

0.8 

Some  High  School 

21 

3016± 

256 

38  + 

3.4 

14  ± 

0.8 

43  ± 

1.8 

42  ± 

2.0 

** 

Less  than  High  School 

68 

3063  ± 

163 

40  ± 

2.1 

15  ± 

0.5 

40  + 

1.1 

42  + 

1.3 

3 

± 

0.7 

OCCUPATION 

Professional  & 

Managerial 

119 

2829  ± 

108 

36  ± 

1.4 

15  ± 

0.3 

41  + 

0.7 

42  ± 

0.8 

2 

± 

0.5 

Clerical 

69 

3013  + 

141 

39  ± 

1.8 

14  ± 

0.5 

41  + 

1.0 

43  ± 

1.1 

2 

± 

0.6 

Skilled/Manual 

86 

3015  ± 

127 

39  ± 

1.7 

15  + 

0.4 

41  ± 

0.9 

42  + 

1.0 

2 

± 

0.6 

Unskilled  & Others 

63 

3214  + 

148 

42  + 

2.0 

14  + 

0.5 

42  ± 

1.0 

42  ± 

1.2 

2 

0.7 

REGULAR 

No 

215 

2914± 

82 

37  ± 

1.1 

15  ± 

0.3 

41  + 

0.6 

42  + 

0.6 

2 

± 

0.4 

EXERCISE 

Yes 

102 

3221  ± 

120 

42  + 

1.6 

15  + 

0.4 

41  ± 

0.8 

42  ± 

0.9 

2 

0.5 

* The  variable  Alcohol  measured  in  grams/week  was  ascertained  in  the  Visit  2 interview  and  is  different  from  the  category  "Percent  of 
calories  from  alcohol”  which  was  determined  during  the  24-hour  dietary  recall. 

**  Less  than  one  percent 


sumed  per  kilogram  by  older  men  was  similar 
to  those  consumed  by  older  women  (24  vs  25). 

There  were  no  consistent  patterns  by  age  in 
percentage  of  calories  consumed  from  protein, 
fat,  or  carbohydrate.  However,  in  this  study 
middle-aged  men  (40  to  59  years)  consumed  a 
slightly  greater  percentage  of  their  calories 
from  fat  (43%)  than  did  the  older  and  younger 
men  (40%)  and  a lesser  percentage  of  their 
calories  from  carbohydrate  (41%  vs  43%).  In 
men,  the  percent  of  calories  from  alcohol 
tended  to  be  lower  in  the  older  age  groups. 

Middle-aged  women  (40  to  59  years)  con- 
sumed a significantly  (p  < .05)  higher  percen- 
tage of  calories  from  protein  (16%)  than  the 
older  and  younger  women  (14%).  In  women  20 
to  59  years,  the  percentage  of  calories  con- 
sumed from  fat  was  relatively  constant  ('^^41%), 
while  women  in  the  oldest  age  groups  (68  + 
years)  consumed  significantly  (p  < .05)  less  fat 
(37%  vs  41%)  and  significantly  (p  < .05)  more 
carbohydrate  (48%  vs  44%)  than  women  less 
than  60  years  of  age. 

The  age-adjusted  distribution  of  nutrient  in- 
take by  sex  and  body  mass  categories  is  pre- 
sented in  Table  3.  Men  who  were  classified  as 


overweight  and  women  who  were  classified  as 
overweight  and  obese  reported  consuming 
fewer  total  calories  than  lean  or  acceptable- 
weight  persons.  When  calories  per  kilogram  of 
body  weight  were  examined,  lean  men  and 
women  reported  consuming  significantly 
(p  < .01)  more  calories  per  kilogram  than  per- 
sons in  any  other  body  mass  category.  Even 
persons  with  an  acceptable  body  mass  reported 
eating  significantly  (p  <.001)  more  calories 
per  kilogram  than  those  who  were  overweight 
or  obese.  Lean  men  and  women  reported  con- 
suming over  twice  as  many  calories  per  kilo- 
gram of  body  weight  as  obese  men  and  women. 
No  significant  difference  was  observed  in  per- 
cent of  calories  consumed  from  protein,  fat, 
carbohydrate,  or  alcohol  by  body  mass 
categories  for  either  men  or  women.  Because  of 
the  profound  association  of  body  mass  with 
caloric  intake,  all  further  results  are  statisti- 
cally adjusted  for  body  mass  as  well  as  age. 

The  age-  and  body-mass-adjusted  distribu- 
tion of  macronutrient  consumption  by  selected 
demographic  and  behavioral  varaibles  is 
shown  in  Tables  4 (men)  and  5 (women).  In 
men,  current  smokers  consumed  significantly 
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(p  < .02  more  calories  and  more  calories  per 
kilogram  than  recent  ex-smokers.  Current 
smokers  also  consumed  more  (p  <.06  of  their 
calories  from  alcohol  than  did  nonsmokers.  Re- 
cent ex-smokers  consumed  fewer  calories  from 
fat  (p  <.07)  than  current  smokers  and  signi- 
ficantly more  from  carbohydrate  (p  <.03 ) than 
other  men.  No  other  significant  difference  was 
observed  in  nutrient  intake  by  smoking  status. 

There  were  no  significant  differences  for 
men  in  either  total  calories  or  calories  per  kilo- 
gram by  amount  of  alcohol  consumed  during 
the  previous  week.  However,  men  who  re- 
ported drinking  50  grams  or  more  per  week 
consumed  significantly  fewer  calories  from  fat 
(p  <.03)  and  carbohydrate  (p  <.01 ) than  men 
drinking  less  than  50  grams  per  week.  Men 
who  reported  a weekly  consumption  of  alcohol 
of  more  than  50  grams  also  reported  a signific- 
antly higher  (p  <.01)  percentage  of  calories 
from  alcohol  during  the  24-hour  recall. 

Men  who  had  formal  education  past  high 
school  consumed  significantly  fewer  (p  <.05) 
total  calories  and  calories  per  kilogram  than 
men  with  a high  school  education  or  less. 
Likewise,  men  in  the  highest  occupational 
category  consumed  fewer  (p  <.09)  total  calories 
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and  calories  per  kilogram  (p  <.05)  than  men  in 
the  lowest  occupational  group.  No  significant 
differences  were  observed  in  other  patterns  of 
nutrient  intake  by  either  education  or  occupa- 
tional status. 

Men  who  reported  doing  regular  exercise  or 
heavy  labor  consumed  significantly  more 
(p  <.03)  total  calories  and  calories  per  kilo- 
gram (p  <.01)  than  more  sedentary  men. 

No  significant  differences  in  caloric  intake  or 
percent  of  calories  consumed  from  protein,  fat, 
or  carbohydrate  were  seen  by  smoking  cate- 
gory in  women  (Table  5).  However,  non- 


An  unexpected  finding  in  men 
was  that  current  smokers  con- 
sumed significantly  more  total 
calories  and  calories  per  kilo- 
gram than  recent  ex-smokers. 


smokers  consumed  significantly  fewer 
(p  <.01)  calories  from  alcohol  than  either  cur- 
rent or  long-term  ex-smokers. 

Weekly  alcohol  consumption  was  statisti- 
cally unrelated  to  caloric  or  nutrient  intake  in 
women,  with  one  exception.  Women  who  re- 
ported drinking  50  grams  of  alcohol  or  more 
during  the  previous  week  also  reported  con- 
suming significantly  (p  <.01)  more  calories 
from  alcohol  during  the  24-hour  recall. 

Women  with  less  than  a high  school  educa- 
tion tended  to  consume  fewer  (p  <.l)  total 
calories  and  fewer  (p  <.l)  calories  per  kilo- 
gram than  women  with  more  education. 
Women  with  more  than  a high  school  educa- 
tion consumed  a significantly  lower  percentage 
of  their  calories  as  fat  (p  <.05)  than  women 
with  less  education. 

Unless  mentioned  above,  no  significant  dif- 
ferences were  observed  for  men  or  women  be- 
tween nutrient  intake  and  the  other  selected 
variables. 

Findings  Expected  and  Unexpected 

The  consistently  downward  trend  in  calorie 
intake  seen  at  successively  older  ages  in  both 
men  and  women  was  not  unexpected  and  is 
consistent  with  reports  of  decreased  nutrient 
intake  seen  with  increasing  age.**"^® 

The  sex  differential  in  total  caloric  intake 
was  also  as  expected,  with  men  on  the  average 
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TABLE  5.  DISTRIBUTION  (MEAN  - S.E.)  OF  NUTRIENT  INTAKE 
ADJUSTED  FOR  AGE  AND  BODY  MASS 
BY  SELECTED  DEMOGRAPHIC  AND  BEHAVIORAL  VARIABLES 
WHITE  FEMALES,  OKLAHOMA  LRC 


PERCENT  OF  CALORIES  FROM 

VARIABLE  TOTAL  CALORIES  CARBO- 


VARIABLE 

CATEGORIES 

N 

CALORIES 

KILOGRAMS 

PROTEIN 

FAT 

HYDRATE 

ALCOHOL 

SMOKING 

Current  Smokers 

107 

1778  ± 

63 

28  i 

1.1 

152: 

0.4 

40  2: 

0.8 

44  ± 

0.9 

1+  0.2 

Ex -Smoker,  Recent 

7 

1655  ± 

241 

27  ± 

4.1 

15  + 

1.7 

37  + 

2.9 

48  ± 

3.5 

** 

Ex-Smoker,  Long  Term 

27 

1955  + 

122 

31  + 

2.0 

16  ± 

0.8 

38  + 

1.5 

45  ± 

1.8 

1 + 0.4 

Nonsmoker 

231 

1800  + 

42 

28  + 

0.7 

15  + 

0.3 

40  ± 

0.5 

45  ± 

0.6 

** 

MARITAL 

Not  Married 

111 

1778  + 

64 

28  ± 

1.1 

15  ± 

0.4 

38  + 

0.8 

46  + 

0.9 

** 

STATUS 

Married 

262 

1811  + 

40 

28  + 

0.7 

15  + 

0.3 

40  + 

0.5 

44  + 

0.6 

ALCOHOL* 

Less  than  25  grams/week 

344 

1800  ± 

34 

28  + 

0.6 

15  + 

0.2 

40- 

0.4 

45  + 

0.5 

** 

25-50  grams/week 

14 

1726  ± 

170 

26  i 

2.8 

17  ± 

1.2 

38  + 

2.0 

44  ± 

2.5 

1+  0.5 

50  -1-  grams/week 

15 

1916  + 

164 

30  ± 

2.8 

15  ± 

1.1 

37  ± 

2.0 

41  + 

2.4 

7 ± 0.5 

EDUCATION 

Greater  than  High  School 

74 

1849  ± 

73 

29  + 

1.2 

15  ± 

0.5 

38  + 

0.9 

46  ± 

1.1 

1 ± 0.3 

High  School  Grad 

169 

1846  + 

50 

29  ± 

0.8 

15  ± 

0.3 

40  ± 

0.6 

44  + 

0.7 

** 

Some  High  School 

49 

1811  + 

90 

28  + 

1.5 

14  + 

0.6 

40  + 

1.1 

45  2: 

1.3 

** 

Less  than  High  School 

81 

1658  + 

90 

26  + 

1.3 

14  ± 

0.5 

40  ± 

0.9 

46  ± 

1.1 

** 

OCCUPATION 

Professional  & 

Managerial 

86 

1855  + 

68 

29  + 

1.1 

15  + 

0.5 

39  + 

0.8 

45  + 

1.0 

1+  0.2 

Clerical 

71 

1813  + 

75 

28  ± 

1.3 

15  ± 

0.5 

40  + 

0.9 

45  ± 

1.1 

** 

Skilled/Manual 

99 

1785  ± 

65 

28  ± 

1.1 

15  ± 

0.4 

40  + 

0.8 

45  ± 

1.0 

Unskilled  & Others 

117 

1769  ± 

59 

28  + 

1.0 

14  ± 

0.4 

40  + 

0.7 

45  ± 

0.9 

** 

REGULAR 

No 

308 

1801  + 

36 

28  + 

0.6 

15  + 

0.2 

40  + 

0.4 

45  ± 

0.5 

** 

EXERCISE 

Yes 

35 

1927  ± 

107 

30  + 

1.8 

15  ± 

0.7 

40  ± 

1.3 

45  2: 

1.6 

** 

* The  variable  Alcohol  measured  in  grams^week  was  ascertained  in  the  Visit  2 interview  and  is  different  from  the  category  "Percent 
of  calories  from  alcohol”  which  was  determined  during  the  24-hour  dietary  recall. 

**  Less  than  one  percent 


consuming  about  1,200  calories  per  day  more 
than  women.  Body  size  differences  between 
men  and  women  undoubtedly  accounted  for 
some  of  the  increased  caloric  intake  in  men. 
However,  even  when  body  size  was  considered, 
men  still  consumed  about  30%  more  calories 
per  kilogram  of  body  weight  than  women. 
There  are  several  possible  explanations  for 
these  results.  First,  men  have  more  muscle 
mass  and  less  adipose  tissue  than  women; 
therefore,  even  at  the  same  weight,  there  is  a 
greater  caloric  requirement,  since  muscle  tis- 
sue requires  more  calories  than  adipose 
tissue.'®  Second,  men  have  intrinsically  higher 
metabolic  rates  than  women,  irrespective  of 
body  composition,  and  thus  require  more 
calories.'®’^" 

The  finding  that  overweight  men  and  over- 
weight and  obese  women  consumed  fewer  total 
calories  and  fewer  calories  per  kilogram  of 
body  weight  than  persons  with  a lean  or  ac- 
ceptable body  mass  is  intriguing  and  has  been 
reported  in  several  other  studies. One  ex- 
planation for  this  finding  is  that  heavier  men 
and  women,  because  of  the  stigma  associated 
with  obesity,  may  tend  to  underreport  their 
caloric  consumption  to  a greater  degree  than 


persons  of  more  normal  weight.-^  Obese  indi- 
viduals also  may  be  more  likely  than  normal 
weight  persons  to  eat  in  an  unconscious  man- 
ner and  therefore  may  truly  be  unaware  of 
their  total  intake. 

However,  in  our  study  even  persons  with  an 
acceptable  body  mass  reported  consuming  sig- 
nificantly fewer  total  calories  and  significantly 
fewer  calories  per  kilogram  than  lean  indi- 
viduals. It  is  unlikely  that  persons  of  an  ac- 
ceptable body  mass,  who  would  not  feel  stigma- 
tized for  consuming  more  calories  and  who  may 
be  less  likely  to  eat  in  an  unconscious  manner, 
would  significantly  underreport  their  food  con- 
sumption. Therefore,  it  is  quite  probable  that 
the  overweight  and  obese  men  and  women  in 
this  study  actually  did  consume  less  food  than 
those  with  a lean  or  acceptable  body  mass.  This 
view  is  consistent  with  studies  that  report  de- 
creased caloric  consumption  in  obese 
individuals^*  '^-  and  reports  of  decreased  basal 
metabolism  in  overweight  persons. 

An  unexpected  finding  in  men  was  that  cur- 
rent smokers  consumed  significantly  more 
total  calories  and  calories  per  kilogram  than 
recent  ex-smokers.  This  finding  seems  at  odds 
with  the  popular  belief  that  ex-smokers  tend  to 
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eat  more  after  smoking  cessation.  Only  a few 
men  were  recent  ex-smokers  (N  =16),  how- 
ever, and  this  may  have  influenced  the  results. 
However,  even  "long-term”  ex-smokers  con- 
sumed fewer  total  calories  and  calories  per 
kilogram  than  both  nonsmokers  and  current 
smokers. 

It  is  also  interesting  to  note  that  recent  ex- 
smokers consumed  significantly  fewer  calories 
from  alcohol  than  other  men.  One  explanation 
for  this  finding  is  that  recent  ex-smokers  may 
have  quit  smoking  because  they  were  sick  and, 
therefore,  also  ate  less  and  drank  less  alcohol. 
Women  exhibited  a pattern  similar  to  that 
seen  in  men,  ie,  recent  ex-smokers  consumed 
fewer  total  calories  and  fewer  calories  per  kilo- 
gram than  current  smokers.  However,  female 
long-term  ex-smokers  did  appear  to  eat  more 
and  also  drink  more  alcohol  than  nonsmokers. 

Men  with  a higher  social  status,  ie,  with 
more  than  a high  school  education  and/or  in  a 
business  or  profession,  consumed  fewer 
calories  than  other  men.  This  may  reflect  the 
reduced  physical  demands  of  white-collar  posi- 
tions. Another  explanation  is  that  middle-  and 
upper-class  men  may  eat  different  kinds  of 
foods  than  men  in  other  social  positions.  How- 
ever, there  was  no  difference  in  the  distribu- 
tion of  macronutrients  by  education  or  occupa- 
tion, suggesting  that  the  upper-stratum  men 
ate  less  food  rather  than  different  kinds  of  food. 


Lean  men  and  women  reported 
consuming  over  twice  as  many 
calories  per  kilogram  of  body 
weight  as  obese  men  and 
women. 


In  women,  a different  pattern  was  observed; 
those  with  the  lowest  educational  attainment 
(less  than  high  school)  ate  fewer  calories  than 
those  with  more  schooling.  This  result  was  un- 
expected and  is  contrary  to  the  common  belief 
that  women  who  are  highly  educated  tend  to  be 
more  calorie  conscious.  The  occupation  of  the 
head-of-household  was  unrelated  to  caloric  in- 
take in  women,  suggesting  that  economic  con- 
siderations are  probably  not  a factor  here. 


Overall,  in  men  and  women  there  was  little 
association  between  percent  of  calories  con- 
sumed from  protein,  fat,  carbohydrate,  or  al- 
cohol and  any  of  the  demographic  or  behavioral 
factors.  An  exception  was  that  men  40  to  59 
years  of  age  consumed  significantly  more 
calories  from  fat  than  men  at  other  ages.  Al- 
though the  absolute  difference  is  small  (43%  vs 
40%),  men  at  these  ages  are  at  risk  for  prema- 


In  both  men  and  women,  mean 
calorie  intake  was  generally 
lower  in  the  older  age  cohorts. 


ture  coronary  heart  disease.  Therefore,  such  an 
increase  in  fat  intake  might  contribute  to  the 
development  or  enhancement  of  the  athero- 
genic process.  Indeed,  it  is  remarkable  that  the 
patterns  of  macronutrient  intake  were  so  simi- 
lar among  the  categories  of  sociodemographic 
variables.  This  similarity  was  evident  in  both 
men  and  women. 

It  is  difficult  to  compare  the  "Oklahoma  diet” 
with  other  regional  diets,  since  there  have 
been  relatively  few  studies  examining  nutrient 
intake  in  free-living  adult  populations.  Two 
studies  in  other  regions,  which  also  utilized  a 
24-hour  recall,  are  the  Multiple  Risk  Factor 
Intervention  Trial  (MRFIT),  a multicenter 
study,  and  the  Framingham  Study  in  Mas- 
sachusetts. Men  35  to  47  years  in  MRFIT^®  re- 
ported consuming  fewer  total  calories  (2,497  vs 
2,938),  more  calories  from  alcohol  (7%  vs  1%), 
and  fewer  calories  from  fat  and  carbohydrate 
than  the  Oklahoma  LRC  men.  In  the 
Framingham  Study, men  45  to  65  years  of 
age  reported  consuming  fewer  total  calories 
(2,643  vs  2,738)  and  fewer  calories  from  fat 
(39%  vs  43%)  than  rural  Oklahomans  of  the 
same  age. 

These  differences  in  dietary  patterns  may  re- 
flect differences  in  the  quantity  and  quality  of 
intake  in  rural  and  nonrural  areas,  or  they 
may  reflect  other  social  and  cultural  dif- 
ferences. The  caloric  intake  of  participants  in 
the  Oklahoma  LRC  study  was  compared  with 
that  reported  in  a representative  sample  of  the 
entire  US  population  (HANES  I).®°  The 
methods  for  ascertaining  dietary  intake  were 
comparable  in  the  two  studies,  and  the  mean 
body  weight  of  Oklahomans  did  not  differ  from 
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that  reported  for  HANES  participants.  None- 
theless, Oklahoma  men  and  women  consumed 
significantly  (p  <.02)  more  calories  than  the 
US  sample  at  every  age.  The  reason  for  this 
increased  caloric  intake  in  Oklahomans  is  un- 
clear, but  certainly  the  rural  lifestyle,  the 
popularity  of  fried  foods,  and  the  abundance  of 
beef  in  Oklahoma  may  contribute  to  higher 
caloric  intakes. 

According  to  data  published  by  the  US 
government, the  proportions  of  macro- 
nutrients currently  consumed  by  Americans 
are  12%  protein,  42%  fat,  and  46%  carbo- 
hydrate. In  comparison,  the  proportions  of 
macronutrients  consumed  by  Oklahomans  are 
15%  protein,  41%  fat,  and  44%  carbohydrate.  It 
appears  that  Oklahomans,  as  well  as  other 
Americans,  will  have  to  change  their  eating 
patterns  dramatically  to  comply  with  the  US 
recommended  dietary  goals  that  suggest  12% 
protein,  30%  fat,  and  58%  carbohydrate.^^ 
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Introduction  to  Maxillofacial 
Prosthetics 


JOSEPH  R.  CAIN,  DBS,  MS 

Maxillofacial  prosthetics  can  provide  intraoral 
or  extraoral  prostheses  that  will  provide 
rehabilitation  for  the  patient  who  is  not  a 
candidate  for  surgical  reconstruction. 

Maxillofacial  prosthetics  is  the  art  and 
science  of  anatomic,  functional,  or  cosmetic  re- 
construction using  nonliving  substitutes  to 
replace  regions  in  the  mandible,  maxilla,  and 
face  that  are  missing  or  defective  as  a result  of 
surgical  treatment,  trauma,  pathology,  or 
developmental  or  congenital  malformation. 

The  routine  patient  population  presents 
three  basic  types  of  need: 

1.  developmental  defects  such  as  prog- 
nathia  and  retrognathia 

2.  acquired  defects  due  to  trauma  or  surgi- 
cal treatment  for  malignancy 

3.  congenital  defects  such  as  cleft  lip  and 
palate  or  anopthalmia. 

Maxillofacial  prosthetics  can  be  used  suc- 
cessfully to  rehabilitate  the  patient  who  is  not 
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a candidate  for  surgical  reconstruction.  Some 
clinical  situations  in  which  a surgical  approach 
is  not  the  treatment  of  choice  are:  poor  general 
health,  loss  of  anatomic  parts  not  replaceable 
with  the  patient’s  own  tissue,  compromised 
blood  supply  due  to  radiation  therapy,  and  de- 
sire to  delay  surgical  reconstruction  to  observe 
the  surgical  site  of  an  excised  malignancy. 

The  prostheses  may  be  either  extraoral  or 
intraoral.  Extraoral  prostheses  are  made  from 
materials  that  are  nonirritating  to  the  skin, 
reproduce  the  missing  tissues  in  a lifelike 
manner,  and  can  be  retained  in  the  anatomic 
defect.  The  most  commonly  used  materials  for 
extraoral  prostheses  include  silicones,  acrylic 
resins,  and  vinyl  polymers.  Examples  of  extra- 
oral prostheses  are: 

1.  a nasal  prosthesis  replacing  part  or  all  of 
the  nose  (Figs  1 and  2) 

2.  an  auricular  prosthesis  replacing  part  or 
all  of  the  ear  (Figs  3 and  4) 

3.  an  ocular  prosthesis  replacing  the  eye 
globe  only  (Figs  5 and  6) 

4.  an  orbital  prosthesis  replacing  the  eye 
and  associated  structures  (Figs  7 and  8) 

5.  a composite  prosthesis  replacing  more 
than  one  facial  part,  eg,  eye  and  nose 
(Figs  9 and  10). 
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Fig  1 A surgical  resection  for  cancer  left  this  defect. 


Fig  2 Nasal  prosthesis. 


[3% 


Fig  4 Auricular  prosthesis. 


Fig  6 Ocular  prosthesis. 


Fig  3 Arterial  venous  obstruction  necessitated  surgi- 
cal resection. 

Fig  5 Trauma  from  a pellet  resulted  in  this  ocular 
injury. 


Fig  7 A malignant  melanoma  required  this  orbital 
exenteration. 


Fig  8 Orbital  prosthesis. 


Fig  9 Many  extensive  surgical  procedures  were  re- 
quired to  cure  this  patient’s  cancer. 
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Fig  10  Composite  facial  prosthesis. 


Fig  11  A left  maxillectomy . 

Intraoral  prostheses  are  usually  made  from 
acrylic  resin  and  cast  chrome  alloys.  Examples 
of  intraoral  prostheses  are; 

1.  surgical  obturators  that  are  used  tem- 
porarily for  prosthetic  reconstruction  of 
the  maxilla  at  the  time  of  surgery 

2.  postsurgical  obturators  that  serve  as 
long-term  prostheses  placed  after  max- 
illary surgery  (Figs  11  and  12) 

3.  mandibular  flange  prostheses  that  help 
to  guide  the  mandible  into  occlusion  after 
a section  of  it  has  been  removed 

4.  feeding  appliances  to  aid  cleft-palate  in- 
fants in  taking  nutrition 

5.  speech- aid  prostheses  that  correct  velo- 
pharyngeal incompetency 

6.  palatal  orthopedic  expansion  appliances 
that  align  the  maxillary  segments  of  a 
cleft  palate. 


Fig  13  A complex  mandibular  implant  in  place. 


Fig  12  Maxillary  obturator  in  place. 

Prosthetic  Implants 

Maxillofacial  prosthetic  implants  in  the  face, 
cranium,  or  mandible  are  nonliving  sub- 
stitutes used  to  rebuild  defects  of  the  head  and 
jaw.  They  are  placed  completely  within  the 
remaining  tissues  and  contribute  to  the  im- 
proved form  and  function  of  those  tissues.  Ex- 
amples of  maxillofacial  implants  are: 

1.  simple  implants  used  to  augment  the 
contours  in  a single  area  such  as  the 
cranium  or  malar  eminance 

2.  complex  implants  used  to  rejoin  two  por- 
tions of  a structure  such  as  segments  of  a 
mandible  (Fig  13) 

3.  dental  implants  used  to  replace  missing 
teeth  or  support  a removable  denture 
(Fig  14) 

The  scope  of  maxillofacial  prosthetics  is  not 
limited  to  reconstruction;  it  also  may  include 
treatment  appliances  used  in  conjunction  with 
other  modes  of  treatment,  such  as: 

Fig  14  A dental  implant  utilized  to  stabilize  a denture. 


Fig  15  A surgical  splint  utilized  in  midface  or 
mandibular  fractures. 


Fig  16  Electric  cord  burn  to  oral  commisure. 


Fig  17  Oral  stent  in  place  to  prevent  microstomia 
secondary  to  scar  contracture. 


1.  splints  used  to  hold  portions  of  a dental 
arch  in  a specific  relationship  to  one 
another  (Fig  15) 

2.  surgical  stents  used  to  maintain  tissue  in 
position  during  healing 

3.  radiation  carriers  used  to  hold  a radio- 
active source  in  a specific  relation  to  tis- 
sue 

4.  radiation  shields  used  to  protect  normal 
tissue  from  exposure  during  radiation 
therapy  of  malignant  disease 

5.  burn-compression  stents  that  reduce  scar 
contracture  under  the  Jobst  elastic  ban- 
dages 

6.  antimicrostomia  stents  that  reduce  the 
scar  contracture  of  electric  burns  of  the 
oral  commisure  (Figs  16  and  17). 

Patients  requiring  the  services  of  a maxillo- 
facial prosthodontist  generally  have  multiple 
medical  needs.  Comprehensive  management  of 
these  needs  requires  the  cooperative  efforts 
and  skills  of  a medical  and  paramedical  team. 
This  team  includes  surgeons,  radiotherapists, 
dentists,  speech  therapists,  psychologists,  so- 
cial workers,  and  other  professionals  who  may 
be  able  to  provide  treatment  for  the  patient’s 
special  needs. 

Significant  advancements  have  been  made 
recently  in  the  materials,  techniques,  and 
skills  used  in  rehabilitating  patients  with  head 
and  neck  defects.  These  advancements  have 
been  matched  by  improvements  in  surgery  and 
radiotherapy  for  cases  involving  congenital  de- 
fects, trauma,  and  malignant  disease. 

This  cooperative  team  approach  by  health 
professionals  has  the  potential  to  extend  the 
scope  of  patient  care  beyond  that  of  immediate 
needs  into  the  realm  of  rehabilitation  so  the 
patient  may  have  a useful  and  productive  life 
within  our  society. 

College  of  Dentistry,  University  of  Oklahoma 
Health  Sciences  Center,  PO  Box  26901,  Oklahoma 
City,  OK  73190. 


Joseph  R.  Cain,  DDS,  received  his  doctorate 
degree  from  Case  Western  Reserve  University  in 
1973.  He  is  assistant  professor  and  director  of 
maxillofacial  prosthetics  at  the  College  of  Den- 
tistry, University  of  Oklahoma  Health  Sciences 
Center.  Dr  Cain  holds  memberships  in  the 
American  Academy  of  Maxillofacial  Pros- 
thetics, American  College  of  Prosthodontics, 
and  Oklahoma  Society  of  Prosthodontists. 
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A Survey  of  Serodiagnostic  Tests 
Used  in  Oklahoma  Hospitals 


D.  J.  FLOURNOY,  PhD 
S.  M.  H.  QADRI,  PhD 

In  1982  a survey  was  conducted  to 
to  ascertain  the  status  of  clinical 
serology! immunology  in  Oklahoma  hospitals. 
This  article  outlines  the  results  of  that  survey. 


At  the  time  of  the  survey  there  were  no  in- 
depth  published  reports  on  the  overall  status  of 
clinical  serology/immunology  in  Oklahoma 
hospitals.  To  better  understand  the  future 
needs  of  laboratory  technologists  who  perform 
serodiagnostic  tests  and  to  provide  a baseline 
for  future  studies,  a one-page  questionnaire 
was  mailed  on  July  20,  1982,  to  144  hospitals 
throughout  Oklahoma  for  the  purpose  of  col- 
lecting relevant  data.  Questions  concerned 
hospital  type  and  bed  capacity,  type  of  pa- 
tients, number  of  employees  in  serology, 
number  and  range  of  tests  performed,  test  kit 
manufacturers,  reference  laboratories  used, 
and  referrals.  One  month  was  allowed  for  re- 

From  the  Clinical  Microbiology  Section.  Veterans  Administration  Medical 
Center,  Oklahoma  City.  Oklahoma  73104  and  Clinical  Microbiology  Section. 
Oklahoma  Memorial  Hospital.  Oklahoma  City.  Oklahoma  73136. 


turn  of  the  surveys;  data  then  were  compiled 
manually. 

Hospitals  Respond  to  Survey 

Of  144  questionnaires  sent  out,  75  (52%) 
were  returned  within  one  month.  Services  of- 
fered by  the  respondent  hospitals  were:  surgi- 
cal (68%),  medical  (93%),  outpatient  (34%),  and 
psychiatric  (19%).  Patients  served  were:  adult 
males  (92%  of  hospitals),  adult  females  (97%), 
and  children  (19%).  At  least  some  serological 
tests  were  performed  in  92%  of  the  respondent 
hospitals.  The  procedures  most  commonly 
available  were  those  for  infectious  mono- 
nucleosis, rheumatoid  factor,  and  syphilis 


The  procedures  most  com- 
monly available  were  those  for 
infectious  mononucleosis, 
rheumatoid  factor,  and  syphilis 
(screen).  . . . 


(screen);  the  most  commonly  used  reference 
laboratory  was  Medical  Arts  Laboratory  of 
Oklahoma  City,  which  served  26  of  50 
laboratories. 

Table  1 notes  the  number  of  serologists 
working  in  hospitals  of  varying  size.  Most  hos- 
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Table  1.  Number  of  Serologists 
in  Various  Size  Hospitals 


Hospital 

Bed 

Capacity 

# Hos- 
pitals 

FuU-time 

Part-time 

Mean  Range 

Mean  Range 

1 - 50 

30 

0 0-2 

1 

0-1 

51  - 100 

16 

0 0-1 

0 

0-2 

101  - 200 

15 

1 0-2 

0 

0-2 

201  - 300 

2 

1 0-3 

0 

0-3 

301  - 400 

5 

2 0-3 

0 

0-2 

401  - 500 

2 

1 1 

0 

0 

601  - 700 

4 

3 0-5 

1 

0-2 

901  - 1000 

1 

3 3 

3 

3 

Table  2.  Occurrence  of  Common 

Serodiagnostic  Tests 

% of  Respondents 

# Tests/Day 

Testy  Disease 

Performing  Test 

Mean  Range 

ANA 

27 

0-5 

ASO  qual. 

57 

0-5 

ASO  quant. 

36 

0-5 

Cold,  agglut. 

58 

0-5 

C-reactive  protein 

41 

0-5 

Febrile  agglut. 

70 

0-5 

Fungal  agglut. 

15 

0-5 

Hepatitis  B 

36 

0-5 

Mononucleosis  qual. 

91 

0-5 

Rheumatoid  factor  qual. 

80 

0-5 

Rubella 

19 

0-5 

Syphilis,  confirm 

27 

0-5 

Syphilis,  screen 

80 

6-10 

Viral  agglut. 

4 

0-5 

ANA  (antinuclear  antibodies),  ASO  (antistreptolysin  O), 
qual.  (qualitative),  quant,  (quantitative),  agglut.  (aggluti- 
nins). 


pitals  with  fewer  than  100  beds  had  zero  to  one 
serologists,  full-  or  part-time.  The  occurrence 
of  common  serodiagnostic  tests  is  shown  in 
Table  2.  Many  laboratories  received  less  than 
one  specimen  per  day  for  most  of  the  tests  of- 
fered, and  more  syphilis  (screen)  tests  were  or- 
dered daily  than  any  other  test.  The  prevalence 
of  particular  test  kits  is  indicated  in  Table  3. 

Tests  such  as  anti-DNA,  antimitochondrial 
antibodies,  antithyroid  antibodies,  extractable 
nuclear  antigens,  and  TORCH  titers  were  done 
by  less  than  14%  of  the  respondents.  Anti-DNA 
tests  were  the  most  common  of  this  group. 

Similar  Results  Nationwide 

The  College  of  American  Pathologists  (CAP) 
sends  a comprehensive  serology  survey  to  hos- 
pitals throughout  the  United  States  four  times 


D.  J.  Flournoy,  PhD,  a specialist  in  clinical 
microbiology , is  associate  professor  of  pathology 
at  the  University  of  Oklahoma  Health  Sciences 
Center.  He  is  a member  of  the  American  Society 
for  Microbiology . 

Syed  M.  H.  Qadri,  PhD,  is  associate  professor 
of  microbiology  at  the  University  of  Oklahoma 
Health  Sciences  Center  and  is  certified  by  the 
American  Board  of  Medical  Microbiology  and 
the  American  Association  for  the  Advancement 
of  Science. 


Table  3.  Prevalence  of  Particular  Tests  Used 


Test' Disease 

Most  Common 
Method/Manufacturer 

Second  Most  Common 
Method/Manufacturer 

Antinuclear  antibodies'’ 

Virgo 

33 

— 

— 

ASO  qualitative 

Streptozyme/Wampole 

83 

Rapitex/Calibiochem- 

Behring 

15 

ASO  quantitative 

Difco 

48 

/Fisher 

13 

Cold  agglutinins 

tube  dilution/in-house 

87 

— 

— 

C-reactive  protein 

Hyland 

31 

/ICL  Scientific 

23 

Febrile  agglutinins 

Difco 

44 

Fisher 

41 

Fungal  agglutins'’ 

Reference  labs 

56 

— 

— 

Hepatitis  B Surface  antigen'’ 

Auszyme/ Abbott 

55 

Ausri  a/ Abbott 

22 

Infectious  mononucleosis, 
qualitative 

Mono- test/ Wampole 

46 

Monospot/  Ortho 

25 

Rheumatoid  factor, 
qualitative 

Rheumaton/Wampole 

48 

Rapitex/Calbiochem- 

Behring 

11 

Rubella'* 

Rubazyme/ Abbott 

36 

— 

— 

Syphilis,  confirm 

Reference  labs 

60 

— 

— 

Syphilis,  screen 

RPR  HW&D 

83 

RPR' Dade 

10 

Viral  agglutinins'’ 

Reference  labs 

50 

% of  respondents  who  used  test  and  answered  the  question 
" less  than  20  respondents  answered  question 
HW&D  (Hynson,  Westcott  & Dunning);  ASO  (antistreptolysin O ) 
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yearly.  We  compared  the  popularity  of  par- 
ticular kits  used  in  Oklahoma  with  those 
throughout  the  US  based  on  CAP  survey 
results.*  The  two  most  popular  methods/ 
manufacturers  in  Oklahoma  were  also  the 
most  popular  throughout  the  US,  in  the  same 
order,  for  the  qualitative  antistreptolysin  O, 
infectious  mononucleosis,  and  rheumatoid  fac- 


. . . More  syphilis  (screen)  tests 
were  ordered  daily  than  any 
other  test. 


tor  tests.  There  was  one  exception.  In  Okla- 
homa, laboratory  technologists  preferred  the 
Mono- test/ Wampole  over  the  Monospot/Ortho, 


whereas  the  opposite  was  true  for  the  entire 
country. 

A previous  national  survey  has  shown 
syphilis  serology  to  be  more  common  than  non- 
syphilis serology  in  a region  including  Arkan- 
sas, Louisiana,  Oklahoma,  and  Texas. ^ In 
Oklahoma,  the  most  commonly  available  test 
is  for  infectious  mononucleosis,  followed  by 
tests  for  rheumatoid  factor  and  syphilis.  How- 
ever, more  syphilis  screening  tests  are  ordered 
daily  than  any  other  procedure. 
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Rabies  In  Oklahoma 

Oklahoma  typically  ranks  among  the  ten 
states  with  the  highest  number  of  proven  ani- 
mal rabies  cases  per  year  and  has  been  consid- 
ered an  endemic  area  for  rabies.  Recently, 
however,  rabies  has  spread  into  the  mid- 
Atlantic  states,  which,  historically,  have  been 
essentially  rabies-free.  This  spread  has 
spawned  national  publicity  concerning  rabies. 

The  skunk  population  is  the  reservoir  for  the 
rabies  virus  in  Oklahoma  and  other  states  in 
this  region.  Since  1971,  48  percent  of  the 
skunks  tested  in  the  OSDH  Public  Health 
Laboratory  (the  only  lab  in  Oklahoma  equip- 
ped to  perform  rabies  testing)  have  been  found 
rabid.  Quite  often,  when  rabies  occurs  in 
domesticated  animals  such  as  cattle,  horses, 
dogs,  and  cats,  the  source  of  infection  is  traced 
to  previous  contact  with  skunks.  Of  course. 


human  exposure  to  these  rabid  animals  re- 
quires anti-rabies  prophylaxis. 

The  current  regimen  for  anti-rabies  prophy- 
laxis consists  of  administering  one  dose  of 
Human  Rabies  Immune  Globulin  (RIG)  for 
immediate  passive  protection  and  five  doses  of 
the  new  Human  Diploid  Cell  Rabies  Vaccine 
(HDCV),  given  over  a 28-day  period.  This  reg- 
imen, if  given  as  recommended,  is  highly  effec- 
tive. The  only  documented  failures  of  the  vac- 
cine to  provide  protection  are  in  two  instances 
in  which  the  RIG  was  not  given  in  conjunction 
with  the  HDCV. 

It  is  recommended  that  persons  immunize 
their  pets  against  rabies  and  avoid  contact 
with  animals  from  the  wild  to  prevent  ex- 
posure to  rabies.  Because  of  the  endemicity  of 
rabies  throughout  Oklahoma,  all  animal  bites 
should  be  carefully  evaluated.  Local  health  de- 
partments and  the  OSDH  Epidemiology  Ser- 
vice are  available  for  consultation  on  potential 
rabies  exposures.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  MARCH  1983 


DISEASE 

MARCH 

MARCH 

FEBRUARY 

TOTAL  TO  DATE 

1983 

1982 

1983 

1983 

1982 

Amebiasis 

2 

1 

2 

3 

.-^septic  Meningitis 

5 

3 

6 

19 

10 

Brucellosis 

— 



— 

— 

1 

Encephalitis,  Infectious 

1 

— 

2 

4 

5 

Gonorrhea  (Use  Form  ODH-228) 

1434 

1495 

1254 

4056 

3894 

Hepatitis  A 

31 

60 

43 

94 

130 

Hepatitis  B 

23 

20 

7 

37 

52 

Hepatitis  Unspecified 

28 

18 

30 

70 

61 

Measles  (Rubeola) 

— 

— 

— 

— 

— 

Meningococcal  Infections 

5 

2 

7 

13 

8 

Pertussis 

3 

1 

3 

7 

2 

Rabies  (Animal) 

12 

25 

8 

25 

49 

Rocky  Mountain  Spotted  Fever 

— 

— 

— 

— 

— ■ 

Rubella 

— 

— 

— 

— 

1 

Rubella  (Congenital) 

— 

— 

— 

— 

— 

Salmonellosis 

21 

10 

63 

99 

35 

Shigellosis 

8 

18 

7 

20 

83 

Syphilis  (Use  Form  ODH-228) 

20 

16 

24 

66 

46 

Tetanus 

— 

— 

— 

— 

— 

Tuberculosis 

16 

25 

23 

59 

91 

Tularemia 

— 

1 

— 

— 

1 

Typhoid  Fever 

■ 

— 

2 
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OKLAHOMA 


CALL 


tab 


COLLECTION  SPECIALISTS  IN  PAST-DUE 
ACCOUNTS 


TULSA 

ADJUSTMENT 
BUREAU,  INC. 

1754  Utica  Square  TULSA,  OKLAHOMA 
(918)  749-1481 


Toll  Free  in  Oklahoma 
1-800-722-2703 
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MEDICAL-LEGAL  SEMINARS 

SUMMER  TOUR 

JULY  16-22,  1983 

ACAPULCO  PRINCESS  HOTEL 

One  of  the  world’s  most  beautiful  hotels. 


$699  per  person  includes: 

★ Airfare  from  Oklahoma  City  or  Tulsa  via  American  Airlines 

★ 6 nights  and  7 days 

★ Breakfast  and  Dinner  each  day 

★ Yacht  Cruise 

★ Tips  and  Transfers 


For  registration  information  write: 
Ed  Kelsay 

% Medical- Legal  Seminars 
5131  Classen  Blvd.,  Suite  109 
Oklahoma  City,  OK  73118 
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Four  Loss  Prevention  Seminars 
Set  for  Tulsa  and  OKC  in  July 

The  Physicians  Liability  Insurance  Com- 
pany (PLICO)  will  sponsor  four  professional 
liability  loss  prevention  seminars  during  July. 
Two  programs  will  be  held  at  Tulsa’s  Camelot 
Inn  on  July  13  and  14;  two  others  are 
scheduled  for  July  27  and  28  at  the  Hilton  Inn 
West  in  Oklahoma  City. 

Physicians  who  attend  a seminar  are  enti- 
tled to  a 5%  per  year  discount  on  professional 
liability  insurance  premiums  for  three  con- 
secutive years  beginning  in  1984. 

The  5%  premium  discount  applies  only  to  a 
physician’s  basic  coverage,  not  to  any  sur- 
charge imposed  by  PLICO. 

Program  speakers  include  PLICO  board 
member  Billy  Goetzinger,  MD,  a defense  at- 
torney from  one  of  the  two  law  firms  used  by 
PLICO,  and  Ed  Kelsay,  PLICO  loss  prevention 
manager  and  OSMA  legal  counsel. 

A special  seminar  registration  form  will  be 
sent  to  all  Oklahoma  physicians  in  early  June. 
Registrations  will  not  be  accepted  until  that 
time.  □ 


Attorneys’  Ad  Not  Improper 
State  Bar  Association  Says 

The  Oklahoma  Bar  Association  (OBA)  has 
declined  to  take  disciplinary  action  against  a 
panel  of  attorneys  that  solicited  clients  for 
malpractice  cases  through  advertisements 
placed  in  several  Oklahoma  newspapers. 

OSMA  had  filed  a complaint  with  the  bar 
association  asking  it  to  review  the  ethics  and 
propriety  involved  in  the  placement  of  ad- 
vertisements by  a "Medical/Legal/Hospital 
Malpractice  Panel.”  OSMA  was  joined  in  its 
complaint  by  the  Oklahoma  Osteopathic  As- 
sociation and  the  Oklahoma  Hospital  Associa- 
tion. 

In  a letter  to  OSMA,  Gary  A.  Rife,  OBA  gen- 
eral counsel,  stated  that  under  the  new  rules 
governing  advertising  by  lawyers  in  Oklahoma 
"no  disciplinary  action  against  the  attorneys 
involved  was  feasible  or  appropriate.” 

Rife  added  that  the  only  possible  deviation 
from  the  newly  established  rules  appeared  to 
be  the  omission  of  the  name  of  an  attorney  re- 
sponsible for  the  content  of  the  advertisement. 


The  medical  association  viewed  the 
advertisements  as  a blatant  solicitation  of 
clients  that  misrepresented  the  panel’s  true  in- 
tent. Rife  informed  OSMA  that  the  attorney 
responsible  for  placing  the  advertisement  has 
indicated  that  all  future  advertisements  will 
be  in  strict  conformity  with  the  new  rules.  □ 


Leukemia  Society  Accepting 
Research  Grant  Applications 

The  Leukemia  Society  of  America  is  now  ac- 
cepting applications  for  1984  grants  to  support 
research  in  the  field  of  leukemia  and  related 
disorders.  The  grants  are  intended  to  encour- 
age studies  at  both  the  basic  science  and  clini- 
cal levels. 

The  society  offers  three  awards  to  individu- 
als whose  work  is  concentrated  on  discovering 
cures  for  leukemia,  lymphomas,  Hodgkin’s  dis- 
ease, and  multiple  myeloma. 

Five-year  scholarships  totaling  $125,000  are 
available  to  researchers  who  have  demon- 
strated their  ability  to  conduct  original  inves- 
tigations in  the  specified  fields.  Two  two-year 
fellowships,  for  $37,000  and  $30,000,  respec- 
tively, are  offered  to  individuals  in  the  inter- 
mediate and  entry-level  stages  of  their  careers. 

Candidates  for  grants  in  all  categories  must 
hold  a doctoral  degree;  however,  they  need  not 
have  attained  the  tenured  status  of  associate 
professor. 

Deadline  for  filing  applications  is  Septem- 
ber 1,  1983.  Only  one  application  in  each  grant 
category  from  an  individual  will  be  considered. 
Project  proposals  will  be  evaluated  by  the 
society’s  Medical  and  Scientific  Advisory 
Committee.  Reviews  will  take  place  in 
January  1984,  with  funding  to  start  the  July 
following. 

For  application  forms,  write  to  Research 
Grant  Program,  Leukemia  Society  of  America, 
800  Second  Avenue,  New  York,  New  York 
10017.  □ 
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AMA  Auxiliary  Programs  Target 
Child  Abuse  and  Drunk  Driving 

The  American  Medical  Association  Aux- 
iliary will  focus  its  1983-1984  "Shape  Up  for 
Life”  campaign  on  awareness  and  prevention 
of  child  abuse  and  drunk  driving. 

The  auxiliary  will  launch  a nationwide  pro- 
gram aimed  at  preventing  child  abuse  and  ne- 
glect. The  program  will  emphasize  community 
involvement  and  parent  education.  An  esti- 
mated 650,000  cases  of  abuse  and  neglect  are 
reported  every  year. 

Auxiliary  efforts  to  curb  drunk  driving  will 
be  directed  toward  legislative  initiatives  to 
strengthen  and  enforce  drunk  driving  laws. 
More  than  26,000  Americans  are  killed  each 
year  by  drunk  drivers,  5,000  of  whom  are 
young  people.  Drunk  driving  has  become  the 
number  one  killer  of  men  and  women  in  their 
teens  and  twenties. 

Campaign  materials  developed  by  the  aux- 
iliary will  be  designed  to  promote  public 
awareness  of  these  two  major  national 
problems.  □ 


Wilshire  Garden 
Office  Park 


T 


Luxury  office  space  designed  with  professional 
tenants  in  mind.  Single  office  to  7000  sq.  ft. 
building  with  reception  service  available.  Im- 
mediate occupancy  or  custom  finish  to  your 
requirements.  Easy  and  quick  access  to  hospi- 
tals. 

Luke  Rodgers  Call  848-2055 

Ted  Rodgers  or  364-2920 

425  W.  Wilshire 


ThE  SMART  MOVE  TOctAy? 

ITs  disAbiliry  income 

INSURANCE 

The  EARNiNQS  you  TAkE  fOR  QRANTEd  TodAy  could  STOp 
suddENly  should  sicki\ESS  or  ACcidENT  puT  you  out  of 
ACTioiN.  TNat's  why  disAbiliiy  Income  protection  MAkcs  so 
Much  SENSE.  WhEN  you'RE  disAblEd,  This  Insurance  qoes  to 
woRk  foR  you  pRovidiNq  sTEAdy,  coNTiNuiNq  bENEfiTs.  So, 
bEfoRE  ThE  UNEXpECTEd  hAppENS  . . . shouldN'T  yOU  MAkE 
youR  MOVE  TO  DisAbiliiy  Income  Insurance? 

As  A MEMbER  of  ThE  spoNSORiNq  ORqANizATioN,  you'll  qET 
This  covERAqE  AT  A COST  Iess  ThAN  AN  iNdividuAl  policy.  For 
SpECifiC  iNfoRMATiON  ON  COSTS  ANd  COVERAqE,  iNCludiNq 
EXCluSiONS,  liMiTATiONS  ANd  TERMS  UNdER  which  ThE  poliCy 
MAy  bE  CONTiNUEd  In  fORCE,  CONTACT  yOUR  plAN 
AdMiNiSTRATOR. 


This  plAN  is  spoNSOREd  by 

THE  OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 

AdMimisiEREd  by 

C.  L.  PRATES  & COMPANY,  INC. 
720  N.W.  50ih  Street 
OkUhoMA  CiTy,  OkU.  7>l  18 

JanIe  CRifliTh  HARold  WARdlow 

EliZAbETh  YoUNC,  DewITT  VA^N 

UlsdERWRiTIEN  by 

CoMMERCIaI  hsuRANCE  CoMpANy 
of  NEWARk,  N.J. 
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Serious  Injuries  Lead  Disease 
As  Cause  of  Death  in  Indians 

Serious  injuries  have  replaced  infectious  dis- 
eases as  the  leading  cause  of  death  among  all 
American  Indians.  Young  adults  and  the  el- 
derly of  the  Hopi  tribe  are  especially  vulnera- 
ble, according  to  a new  study. 

A group  of  Baltimore  researchers,  headed  by 
Sylvia  G.  Simpson,  MD,  from  the  Johns  Hop- 
kins School  of  Hygiene  and  Public  Health, 
studied  the  incidence  and  circumstances  of  in- 
juries occurring  in  1979  and  1980  among  a 
Hopi  population  of  about  9,000  living  pri- 
marily on  a reservation  in  northeastern 
Arizona. 

Dr  Simpson  and  her  colleagues  found  that 
the  leading  causes  of  serious  injuries  were,  in 
descending  order:  falls,  motor  vehicle  crashes, 
suicide  attempts,  and  assaults.  The  injury  in- 
cidence rate  was  highest  among  Hopis  85  years 
or  older  and  second  highest  in  the  20-  to 
29-year  age  group. 

A dramatic  finding  was  that  Hopis  15  to  24 
years  old  accounted  for  58%  of  all  suicide  at- 
tempts. In  1979  the  suicide  rate  in  this  age 
group  was  118  per  100,000  among  Hopis,  com- 
pared with  12  per  100,000  for  the  United 
States  as  a whole. 

The  high  suicide  rate  suggests  that  Hopis 
may  be  at  especially  high  risk.  Dr  Simpson 
says,  along  with  several  other  Indian  tribes, 
including  the  Apache,  Papago,  Shoshone- 
Bannock,  Northern  Cheyenne,  and  Blackfoot. 

Falls  accounted  for  nearly  three-quarters  of 
all  injuries  in  Hopis  65  years  or  older  and  were 
the  leading  cause  of  all  injuries,  except  in  the 
15-  to  34-year  age  group.  The  circumstances  of 
some  of  the  falls  are  peculiar  to  the  Hopi  popu- 
lation, Dr  Simpson  points  out.  Some  individu- 
als fell  from  the  edge  of  steep-sloped  mesas  and 
others  from  pueblo  roofs  while  watching  cere- 
monial dances. 

Thirty-nine  percent  of  all  motor  vehicle  in- 
juries occurred  in  the  15-  to  24-year  age  group. 
Open-backed  pickup  trucks  were  the  vehicles 
most  often  involved,  and  vehicle  rollovers  were 
common. 

Thirty-eight  percent  of  the  assault  injuries 
occurred  in  the  15-  to  24-year  age  group.  The 
most  commonly  used  weapons  were  fists  and 
feet,  blunt  objects,  and  knives.  Although 
handgun-related  deaths  account  for  the  major- 
ity of  homicides  in  the  United  States,  hand- 
guns and  other  firearms  are  rare  among  Hopis, 


John  A.  McIntyre,  MD,  (right),  OSMA  immediate 
past  president,  presents  a $300  check  to  Fairuiew 
High  School  teacher  Geraldine  Burns.  Ms  Burns 
teaches  the  student  who  won  first  place  in  the  1983 
"Ability  Counts”  contest  sponsored  by  the  Governor’s 
Committee  on  Employment  of  the  Handicapped. 
OSMA  contributes  the  expense-paid  fare  to  Washing- 
ton, DC,  each  year  to  the  teacher  of  the  contest’s  first- 
place  winner. 


Dr  Simpson  reports,  resulting  in  a lower  inci- 
dence of  handgun-related  homicides.  □ 

Number  of  US  Women  Physicians 
Expected  to  Triple  by  Year  2000 

The  number  of  women  physicians  in  the 
United  States  is  expected  to  triple  by  the  year 
2000.  By  that  time,  one  in  five  physicians  will 
be  a woman,  up  from  the  current  one  in  ten. 

Recommendations  by  the  Ad  Hoc  Committee 
on  Women  Physicians  of  the  American  Medical 
Association  (AM A)  urge  county,  state,  and  na- 
tional specialty  societies  to  recruit  women 
members  and  to  remove  barriers  that  may 
have  prevented  them  from  joining. 

"Recruitment  of  women  physicians  by  the 
AMA  and  other  elements  of  the  federation  is 
essential  to  the  continuing  growth  of  organized 
medicine  and  its  vitality,”  the  committee’s  re- 
port stated. 

The  committee’s  recommendations  were  ac- 
cepted by  the  AMA’s  Board  of  Trustees  for 
transmittal  to  the  House  of  Delegates. 

In  a related  action,  the  trustees  voted  to  ex- 
tend the  charter  of  the  committee  for  another 
year  and  to  add  a student  member.  □ 
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In  Memoriam 


Deaths 


GEORGE  ROSS,  MD 
1907  - 1983 

George  Ross,  MD,  76,  retired  Enid 
physician,  died  March  11.  Dr  Ross  was 
born  in  Mint,  Tennessee  and  was 
graduated  from  the  University  of 
Oklahoma  College  of  Medicine  in  1935. 
Following  residency  training  in 
medicine  and  surgery,  he  and  his  wife, 
Hope  Ross,  MD,  also  a physician,  es- 
tablished their  practice  in  Enid  in 
1937.  Dr  Ross  served  with  the  medical 
corps  during  World  War  II  and  the 
Korean  War.  He  was  a Life  Member  of 
the  OSMA. 


JOHN  A.  BRASFIELD,  MD 
1913  - 1983 

Tulsa  general  practitioner  John  A. 
Brasfield,  MD,  died  April  15,  1983. 
Born  in  Dresden,  Tennessee,  Dr  Bras- 
field  graduated  from  the  University  of 
Tennessee  College  of  Medicine  in  1935. 
During  W’^orld  War  II  he  served  with 
the  US  Army  and  later  practiced  in 
Okemah,  Oklahoma,  before  moving  to 
Tulsa  in  1958.  Dr  Brasfield  held  a Life 
Membership  in  the  Oklahoma  State 
Medical  Association. 


HOLICE  B.  POWELL,  MD 
1928  - 1983 

An  Idabel  obstetrician/gynecologist, 
Holice  B.  Powell,  MD,  died  March  18. 
Born  in  Tigrett,  Tennessee,  Dr  Powell 
was  graduated  from  the  University  of 
Tennessee  College  of  Medicine  in  1951. 
Following  residency  training,  he  estab- 
lished his  practice  in  Little  Rock,  Ar- 
kansas. Later  he  moved  to  Okmulgee 
where  he  practiced  for  17  years  before 
moving  to  Idabel.  □ 


1982 


A.  A.  Walker,  MD 

July 

Wesley  Russell  Mote,  MD 

J uly  24 

Thomas  H.  Fair,  MD 

August  15 

Clyde  E.  Harris,  MD 

September  1 

Tillman  A.  Ragan,  MD 

September  5 

Floyd  T.  Hubbard,  MD 

September  23 

William  A.  Eastland,  MD 

October  3 

William  J.  Craig,  MD 

October  19 

William  M.  Wood,  MD 

October  30 

Hugh  C.  Graham,  Sr,  MD 

November  11 

John  David  Wilson,  MD 

November  11 

Clinton  Gallaher,  MD 

November  15 

Bert  F.  Keltz,  MD 

November  30 

Berget  H.  Blocksom,  MD 

December  26 

Harold  T.  Baugh,  MD 

December  28 

1983 

Dewey  K.  Rhea,  MD 

January  3 

Fred  C.  Buffington,  MD 

January  4 

C.  D.  Cunningham,  MD 

January  26 

William  S.  Jacobs,  MD 

February  9 

John  R.  Little,  MD 

February  11 

L.  A.  S.  Johnston,  MD 

February  16 

Selwyn  A.  Willis,  MD 

March  3 

Virgil  Ray  Forester,  MD 

March  8 

George  Ross,  MD 

March  11 

Holice  B.  Powell,  MD 

March  18 

John  A.  Brasfield,  MD 

April  15 

□ 
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Massachusetts  Society  Offers 
CDC  Morbidity  Report  at  Cost 

The  Massachusetts  Medical  Society’s  Com- 
mittee on  Publications  will  begin  reprinting 
and  distributing  the  Centers  for  Disease 
Control’s  (CDC)  Morbidity  and  Mortality 
Weekly  Report  (MMWR)  on  July  1,  1983.  The 
report  will  be  available  at  cost  to  interested 
health  care  professionals. 

MMWR  is  a weekly  bulletin  that  carries  in- 
formation on  the  latest  developments  in  epi- 
demiology and  public  health,  including  vital 
statistics  and  environmental  hazards.  Origi- 
nally, it  was  mailed  to  more  than  100,000  sub- 
scribers as  a public  service  of  the  CDC. 

Budget  constraints  forced  the  CDC  to  insti- 
tute subscription  charges  last  November.  The 
rates  ($70  per  year,  third  class  mailing;  $90  per 
year,  first  class),  set  by  the  National  Technical 
Information  Service,  resulted  in  a circulation 
drop  of  about  80,000. 

The  Massachusetts  society  is  offering 
MMWR  to  subscribers  at  about  one-third  the 
established  rate.  For  information  on  ordering. 


write  to  MMS  Publications,  CSPO,  Box  9120, 
Waltham,  Massachusetts  02254. 

The  society’s  Committee  on  Publications  also 
publishes  the  New  England  Journal  of 
Medicine.  □ 

Two  Oklahoma  Surgeons  Elected  to 
High  Office  in  National  Society 

Claude  H.  Organ,  Jr,  MD,  Professor  of 
Surgery,  University  of  Oklahoma  Health  Sci- 
ences Center,  has  been  named  president-elect 
of  the  Southwestern  Surgical  Congress  during 
the  35th  annual  meeting  held  at  the  Pointe 
Resort  in  Phoenix  May  1-5,  1983.  He  will  take 
office  next  May  when  the  congress  meets  in 
Honolulu. 

Elected  vice-president  of  the  congress  was 
Ronald  C.  Elkins,  MD,  Chief,  Thoracic  Surgery 
Section,  University  of  Oklahoma  Health  Sci- 
ences Center. 

The  Southwestern  Surgical  Congress,  the 
nation’s  third  largest  surgical  organization, 
has  a membership  of  nearly  1,500  surgeons 
representing  14  states.  n 


Pension  ■ Consultants,  Inc. 


THE  PROFESSIONAL  TEAM 
WITH  A PENSION  FOR  PROFITS 

PROGRAMS  AIMED  AT  NOT  ONLY  ACCUMULATING  • BUT  PRESERVING  YOUR  CAPITAL 


TAX  PLANNING 
ESTATE  PLANNING 


EINANCIAL  PLANNING 
PENSION  PLANNING 


ACCOUNTING  SERVICES 
ACTUARIAL  SERVICES 


ALL  SERVICES  ARE  EEE  BASED 

3113  CLASSEN  BLVD  OKLAHOMA  CITY.  OKLAHOMA  73118  (405)  52 1-8016 
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Book  Reviews 

Current  Pediatric  Therapy  — 8.  8th  Edi- 
tion. By  S.  S.  Gellis  and  B.  M.  Kagan  (editors). 
Philadelphia:  W.  B.  Saunders  Company,  1978. 
Pp  879,  Price  not  given. 

This  is  the  eighth  edition  of  this  well-known 
book  edited  by  Gellis  and  Kagan.  It  is  ex- 
panded by  another  100  pages  and  covers  the 
treatment  of  virtually  every  disorder  of  infants 
and  children.  In  the  sixth  and  seventh  edition, 
a postage  paid  reply  card  was  bound  inside  of 
the  back  cover,  inviting  response  from  readers. 
As  a result  of  these  suggestions,  according  to 
the  editors,  several  important  changes  in  the 
book  have  occurred,  including  subdivision  of 
the  section  on  disorders  of  the  lungs,  new  dis- 
cussions of  the  sudden  infant  death  syndrome, 
informed  consent  in  pediatric  practice,  and 
others  for  the  eighth  edition.  Some  294  con- 
tributors prepared  339  articles,  270  of  which 
are  newly  written,  according  to  the  preface. 

This  book  has  stood  the  test  of  time  and  can 
continue  to  be  recommended  as  a very  practical 
guide  to  therapy  in  infants  and  children. 
Harris  D.  Riley,  Jr,  M.D. 


Drug  Treatment:  Principles  and  Practice 
of  Clinical  Pharmacology  and  Therapeu- 
tics. Edited  by  G.  S.  Avery.  Acton,  Mass- 
achusetts: Publishing  Sciences  Group,  1976. 
Pp  1,048,  price  $25.00. 

This  pharmacology  text  is  somewhat  differ- 
ent in  format  than  most.  The  basic  approach  of 
this  large  book  deals  with  the  selection  and  use 
of  drugs  within  a disease-oriented  setting.  It  is 
the  hope  of  the  editor  that  it  will  bridge  the  gap 
between  textbooks  that  emphasize  diagnosis 
and  pathophysiology  of  disease  and  those 
featuring  therapeutics. 

Drug  Treatment  is  a compilation  by  many 
internationally  recognized  experts  in  clinical 
pharmacology.  A small  number  of  the  drugs 
recommended  are  not  available  at  this  time  in 
the  United  States.  The  book  is  highly  struc- 
tured, well  organized,  and  contains  many  sub- 
headings in  each  chapter.  Each  chapter  begins 
with  a synopsis  of  important  principles  and 
ends  with  recent  references. 
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The  book  is  divided  into  three  sections.  The 
first,  entitled  "Clinical  Pharmacology,”  de- 
scribes the  clinical  significance  and  use  of  basic 
pharmacokinetics  and  bioavailability  factors 
in  arriving  at  individual  drug  therapy.  There 
are,  in  addition,  chapters  on  the  unique  prob- 
lems of  pediatric  and  geriatric  patients  and 
several  chapters  on  adverse  drug  reactions  and 
drug  interactions. 

The  second  section,  "Therapeutics,”  consid- 
ers various  types  of  drug  therapies.  Such 
therapies  of  general  categories  of  disease  are 
considered  chiefly  by  organ  systems.  In  gen- 
eral, consideration  is  given  not  only  to 
therapeutics  in  various  disease  states,  but  also 
to  the  influence  the  drug  state  may  have  on  the 
effect  of  the  drug,  its  metabolism,  distribution, 
and  excretion. 

The  final  part  of  the  book  is  made  up  of  ap- 
pendices and  contains  a wealth  of  information. 
Particularly  useful  is  appendix  A,  in  which 
values  of  determinations  such  as  plasma,  half- 
life,  volume  of  distribution,  and  protein- 
binding of  many  commonly  used  drugs  are 
tabulated.  Harris  D.  Riley,  Jr,  MD 


Miscellaneous  Advertisements 


FAMILY  PHYSICIANS.  Unique  opportun- 
ity for  BC/BE  family  practice  physician  to  join 
prepaid  group  practice  in  Kansas  City.  To  staff 
and  develop  a family  practice  facility  15  min- 
utes from  established  multi-specialty  group 
practice.  Facility  will  include  laboratory, 
x-ray,  and  pharmacy.  Attractive  salary  struc- 
ture and  liberal  fringes.  Starting  salary  based 
on  experience.  Recruitment  and  relocation  ex- 
penses covered.  Send  CV  to  Michael  R.  Soper, 
MD,  6801  E.  117th  Street,  Kansas  City,  Mis- 
souri 64134,  or  call  (816)  765-6200. 


EMERGENCY  ROOM  PHYSICIAN  for 
low-moderate  volume  Southern  Illinois  com- 
munity ER.  Has  180-bed  hospital  in  a com- 
munity of  10,000.  Excellent  specialty  backup. 
Four  ten-day  vacations  per  year.  $80,000.  Mal- 
practice paid.  Moving  expenses  paid.  Contact 
James  D.  Spiller,  MD,  ER  Medical  Director, 
Richland  Memorial  Hospital,  Olney,  IL  62450 
or  call  collect  (618)  396-2131. 

Oklahoma  State  Medical  Association 


EMERGENCY  MEDICINE:  Staff  physician 
sought  for  new,  moderate  volume  ED  less  than 
one  hour  north  of  Tulsa.  No  weekends  or  holi- 
days. 24-hour  shifts  available  if  desired.  Com- 
pletion of  EM,  IM,  FP  or  GS  residency  re- 
quired. For  details  write  or  call  William  Salmo, 
Spectrum  Emergency  Care,  Inc.,  999  Executive 
Parkway,  PO  Box  27352,  St  Louis,  MO  63141; 
1-800-325-3982. 

FOR  SALE:  Bennett  IPPB  therapy  unit;  of- 
fice size  motorized  suction  machine  and  treat- 
ment table  (Sklar  Co.);  hydraulic  treatment 
chair  with  Ritter  unit;  operating  lamp,  model 
400;  heat  lamp;  eye,  ear,  nose,  and  throat  office 
instruments;  water  sterilizer  and  Beltone 
Audiometer.  Contact  J.  Morgan  Bush,  MD,  713 
Sugar  Maple  St.,  Ponca  City,  OK  74601.  (405) 
765-3466. 

FOR  SALE:  X-ray  unit,  300  ma,  with  cas- 
settes, hangers,  bins,  etc.  Priced  to  sell.  Call 
(918)  336-6160  after  5:00  PM. 


PROFESSIONAL  RESUME  SERVICES, 
1125  South  Cedar  Crest  Boulevard,  Allentown, 
Pennsylvania  18103.  We  provide  resume  pre- 
paration for  physicians.  Prompt  and  con- 
fidential. All  specialities.  Call  or  write  for  in- 
formation. (215)  433-4112. 


TWENTY-EIGHT  MEMBER  multi- 
specialty clinic  seeks  a young,  aggressive 
OB/GYN  physician.  Central  Oklahoma  college 
community  of  20,000  with  a service  area  of 
100,000,  located  40  miles  from  Oklahoma  City. 
Guaranteed  first  year  salart  of  $75,000  plus 
incentive  bonus  based  on  productivity,  over 
$15,000  in  fringe  benefits,  five  week  paid  vaca- 
tion and  one  week  paid  continuing  medical 
education  time  during  the  first  year.  Direct  in- 
quiries to  Alan  Weedn,  MD,  Chickasha  Clinic, 
PO  Box  1069,  Chickasha,  OK  73018  or  tele- 
phone (405)  224-4853.  □ 


YOU  CAN  NOW  PRESCRIBE  CLEAN  AIIS 


Your  patients,  especially  ones  suffering  from  allergies  and  respiratory 
illnesses,  could  certainly  benefit  from  “clean  air.” 

The  Dust  Free  90™  Air  Cleaner  can  give  your  patients  relief  from 
indoor  airborne  irritants  at  a fraction  of  the  cost  of  ozone-emitting 
electronic  air  cleaners.  The  Dust  Free  90™  uses  no  electricity,  installs 
easily,  and  offers  a 30  Day  Satisfaction  Guarantee! 

Call  today  for  complete  information. 

Dulaney’s,  Inc. 

OKC/528-7340  Tulsa/665-7060  In  Okla./800-522-8120 

★ Doctors:  Watch  \;our  mail  for  special  introductorij  offer  at  greatli;  reduced  prices!  ★ 

ust  Free  90™ 
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RU'TUSS 


TABLETS 


• antihistaminic  • nasal  decongestant  • anti-secretory  • convenient  b.i.d.  dosage 

Prompt,  effective  Ru-Tuss®  tablets  bring  welcome  relief  to  the  patient  with  allergic 
rhinitis.  Ru-Tuss®  tablets  ease  congestion,  relieve  respiratory  tract  irritation  and 
reduce  the  need  to  sneeze.  Convenient  b.i.d.  dosage  provides  a full  day’s  therapy. 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg  • Phenylpropanolamine  Hydrochloride 
50  mg  • Chlorpheniramine  Maleate  8 mg  • Hyoscyamine  Sulfate  0.1 9 mg  • Atropine  Sulfate  0.04  mg 

• Scopolamine  Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 


Boots  Pharmaceuticals,  Inc. 

Shreveport.  LA  71 106 

Pioneers  in  medicine  for  the  family 


Brief  Summary  of  prescribing  information 

RU-TUSS® 

TABLETS 

INDICATIONS  AND  USAGE:  Ru-Tuss  Tablets 
provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory 
trsct  tissuos 

CONTRAINDICATIONS:  Hypersensitivity  to  anti- 
histamines or  sympathomimetics.  Ru-Tuss  Tablets 
are  contraindicated  in  children  under  1 2 years  of 
age  and  in  patients  with  glaucoma,  bronchial 
asthma  and  women  who  are  pregnant.  Concomi- 
tant use  of  MAO  inhibitors  is  contraindicated. 
WARNINGS:  Ru-Tuss  Tablets  may  cause  drowsi- 
ness. Patients  should  be  warned  of  possible 
additive  effects  caused  by  taking  antihistamines 
with  alcohol,  hypnotics,  sedatives  or  tranquilizers. 
PRECAUTIONS:  Ru-Tuss  Tablets  contain  bella- 
donna alkaloids,  and  must  be  administered  with 
care  to  those  patients  with  urinary  bladder  neck 
obstruction.  Caution  should  be  exercised  when 
Ru-Tuss  Tablets  are  given  to  patients  with  hyper- 
tension, cardiac  or  peripheral  vascular  disease  or 
hyperthyroidism.  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery 
(See  WARNINGS:). 

OVERDOSAGE:  Since  the  action  of  sustained 
release  products  may  continue  for  as  long  as  1 2 
hours,  treatment  of  overdoses  directed  at  revers- 
ing the  effects  of  the  drug  and  supporting  the 
patient  should  be  maintained  for  at  least  that 
length  of  time.  Saline  cathartics  are  useful  for 
hastening  evacuation  of  unreleased  medication. 
In  children  and  infants,  antihistamine  overdosage 
may  produce  convulsions  and  death. 

ADVERSE  REACTIONS:  Hypersensitivity  reac- 
tions such  as  rash,  urticaria,  leukopenia  agranu- 
locytosis, and  thrombocytopenia  may  occur.  Other 
adverse  reactions  to  Ru-Tuss  Tablets  may  be 
drowsiness,  lassitude,  giddiness,  dryness  of  the 
mucous  membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary  frequency 
and  dysuria,  palpitation,  tachycardia,  hypoten- 
sion/hypertension, faintness,  dizziness,  tinnitus, 
headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epi- 
gastric distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may 
cause  tachypnea,  delirium,  fever,  stupor,  coma 
and  respiratory  failure. 

DOSAGE  AND  ADMINISTRATION:  Adults  and 
children  over  1 2 years  of  age,  one  tablet  morn- 
ing and  evening.  Not  recommended  for  children 
under  1 2 years  of  age.  Tablets  are  to  be  swal- 
lowed whole. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 


e Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71106 

Pioneers  in  medicine  for  the  family 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


OKLAHOMA 


OS 

PC 


CLINIC 


Oklahoma  Spine/Pain  Clinic 


Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 
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The  AM  A Announces... 

20  yVf  1/1/ PATIENT 
MEDICATION 
INSTRUCTION  SHEETS 


Nowthereare  40  PMIs  available  to  help 
your  patients  understand  more  about 
the  drugs  you  prescribe  for  them. 


THE  AMA  PATIENT  MEDICATION 
INSTRUCTION  PROGRAM 
Benefits  both  you  and  your  patients. 

Join  the  thousands  of  doctors  nationwide  who 
contribute  to  better  patient  education  by  dis- 
tributing Patient  Medication  Instruction  sheets. 
Providing  this  service  requires  little  time  or  effort 
yet  may  significantly  strengthen  your  profes- 
sional relationship  with  your  patients,  enhance 
patient  compliance  in  the  use  of  drugs,  and 
decrease  adverse  reactions. 

Simplified  drug  information. 

PMIs  contain  easily  understood  language  and 
include  only  commonly  accepted,  scientific 
statements  on  drugs.  To  minimize  the  risk  of 
alarming  patients  with  an  "overload"  of  infor- 
mation, PMIs  do  not  list  all  reported  rare 
adverse  reactions. 

PMIs  are  available  in  pads  of  100  and  are 
designed  to  be  distributed  at  the  time  the 
prescription  is  written. 

Order  your  PMIs  today!  Remember. . . 

You  pay  only  postage  and  handling. 


ORDER  FORM 

PMI  Order  Dept. 

American  Medical  Association 
P.O.Box  52 

Rolling  Meadows.  IL  60008 


PMI  pods  are  provided  to  you  by  the  American 
Medical  Association  To  defray  the  cost  of 
postage  and  handling  a charge  of  S 50  per 
pad  has  been  established 

Minimum  order  is  ten  pads  (100  PMIs  per  pad) 


Q 

Name 


Address 


City 

State Zip  — 

Occupation  (check  one): 

1 D Physician 

2 □ Pharmacist 

3 D Dentist 

4 □ Other 


Your  check,  payable  to  the  AMA,  must 
accompany  order  Please  allow  three  weeks 
for  delivery 

Please  send  me  PMIs  in  the  following  quantities 
Number 

of  Pods  PMI  Number  and  Title 

00)  Furosemide 

002  Thiazide  Diuretics 

003  Penicillins  — Oral 

_ 004  Beta-Blockers 

005  Digitalis  Medicines 

006  Coumarin-Type 

Anticoagulants 

007  Oral  Antidiabetic  Medicine 

008  Tetracyclines 

009  Cephalosporins — Oral 

010  Erythromycin 

0 1 1 Nonsteroidal  Anti- 

Inflammatory  Drugs 

012  Benzodiazepines 

013  Nitroglycerin  Sublingual 

Tablets 

014  Methyidopa 

015  Insulin 

016  Corticosteroids  — Oral 

017  Cimetidine 

018  Belladonna  Alkaloids  and 

Barbiturates 
019  Phenytoin 

020  Sulfonamides 


NEW  PMIs  Now  Available 

021  Lithium 

022  Haloperidol 

023  Hydralazine 

024  Guanethidine 

025  Valproic  Acid 

026  Ethosuximide 

027  Allopurinol 

028  Oral  Xanthine 

Derivatives 

029  Thyroid  Replacement 

030  Metronidazole 

031  Oral  Clindamycin/Lincomycir 

032  Oral  Chloramphenicol 

033  Levodopa/Carbidopo  and 
Levodopa 

034  Ergot  Derivatives 

035  Indomethacin 

036  Phenylbutazone/ 

Oxyphenbutazone 

037  Quinidine/Procalnamide 

038  Iron  Supplements 

039  Verapamil 

040  Nifedipine 


Total  number  of  pods 

50  Per  pad  for  postage  and  handling 

$ SUBTOTAL 

S Residents  of  IL  and  NY,  please  add 

appropriate  sales  tax  to  SUBTOTAL, 
i TOTAL  PAYMENT  (CHECK  ENCLOSED) 


Anxious  patients 
improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively  anxious 
patient  than  medication  that 
promptly  starts  to  relieve  his 
discomforting  symptoms? 

\hlium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  tlarough- 
out  the  course  of  treatment. 

There  are  other  impor- 
tant benefits  with  Valium  as  well — along  with  its 
broad  clinical  range,  Valium  has  an  efificacy/safety 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  you  must  have  obser\^ed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
occur  Nevertheless,  as  with  any  CNS-aaing 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machiner\'  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
taking  Valium. 

Yet  another  benefit  Valium  affords  is  flexibilin: 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2V2  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease’^”  (diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  ofWium  (or  Valrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  action  of  \ftlium  and  Valrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

\^um*fi 

diazepam/Roche 


Copyright  ©1983  by  Roche  Products  Inc.  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page.  < ROCHE 


V^ium*  (diazepanvUoche)®  Tablets 

Valrelease"'  (diazepam/Roche) (V  slow-releasc  Capsules 

Injectable  Valium®  (diazepam'Roche)  (£ 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxieri  disorders,  or  shon-term  relief  of  sy  mptoms 
of  anxieu’  Anxiew  or  tension  associated  with  the  .stress  of  es  eryday  life  usually 
does  not  require  treatment  with  an  anxiohtic.  SsTnptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal:  adjunaiveh'  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathologs’;  spasticiw  caused  b\-  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome  Oral  forms  may  be  used  adjunaively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunaively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxieri,  tension  or  acute 
stress  reaaions  prior  to  endoscopic/surgical  procedures;  cardioversion. 

The  effeaiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hvpersensitivitv’;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings;  As  with  most  CNS-aaing  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alermess  (eg.,  operating  machinery,  driving).  With- 
drawal .sv  mptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  e.xtended  use  and 
exce,ssive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  ,\fter  extended 
therapv',  gradually  taper  dosage  Keep  addiaion-prone  individuals  (drug  addias 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

I 'S3gc  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

ORAL  Advise  patients  against  simultaneous  inge.stion  of  alcohol  and  other  CNS 
depre,s.sants 

Not  of  value  in  treatment  of  psychotic  patienLS;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  'OC'hen  using  oral  forms  adjunaively  in  conwilsive  dis- 
orders, possibilitv-  of  increase  in  frequency  and  or  severiri  of  grand  mal  seizures 
ma\'  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporaiy  increase  in  fre- 
quence- and/or  severity  of  seizures. 

INJECTABLE  To  reduce  the  possibility  of  renous  thrombosis,  phlebitis,  local  irritation, 
su'elling  and.  rarely,  vascular  impairment  when  used  IV:  inject  slowly  taking  at 
least  one  minute  for  each  5 mg  <1  ml)  given:  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  wrist:  use  extreme  care  to  aioid  intra-arterial  administration  or 
extravasation  Do  not  mix  or  dilide  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask.  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  I V,  it 
may  be  injected  slowly  though  the  infusion  tubing  as  close  as  possible  to  the 
tein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  tho.se  with  limited  pulmonary- 
reserve  because  of  po.ssibility-  of  apnea  andor  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depre,ssanLs  increases  depre.ssion  w ith 
increased  risk  of  apnea;  hav  e resuscitative  facilities  available  'Xhen  used  w ith 
narccxic  analgesic  eliminate  or  reduce  narcotic  do.sage  at  least  T3.  administer  in 
small  increments  Should  not  be  administered  to  patients  in  shexk,  coma,  acute 
alcoholic  intoxication  w ith  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use 

Efficacy/safety-  not  established  in  neonates  (age  30  days  or  le.ss);  prolonged  CNS 
depre.ssion  observed.  In  children,  give  slowly  (up  to  0 25  mgkg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes If  no  relief  after  third  administration,  appropriate  adjunaive  therapy  is 
recommended. 

Precautions:  If  combined  w ith  other  p.sy  chotropics  or  anticonv-ulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  w ith  known  compounds 
which  may-  potentiate  aaion  of  diazepam,  i e , phenothiazines,  narcotics,  barbitu- 
rates, .M.AO  inhibitors  and  antidepre.s.sants.  Proteaive  measures  indic-ated  in 
highly-  anxious  patients  with  accompanying  depression  w ho  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  funaion;  avoid  accu- 
mulation in  patients  w ith  compromised  kidney  funaion.  Limit  oral  dosage  to 
smallest  effeaive  amount  in  elderly-  and  debilitated  to  preclude  ataxia  or  over.se- 
dation  ( initially  2 to  2Vz  mg  once  or  twice  daily  increasing  gradually-  as  needed 
and  tolerated ) 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  w ith  Tagamet  (cimetidine)  administration  The  clinical  significance  of 
this  is  unclear. 

INJECTABLE  Although  promptly  controlled,  seizures  may  return;  readminister  if 
necessary-;  not  recommended  for  long-term  maintenance  therapy.  Laryngospasm/ 
increased  cough  reflex  are  po.ssible  during  peroral  endoscopic  prtxredures;  u.se 
topical  anesthetic,  have  necessary-  countermeasures  available  Hy-potension  or 
muscular  weakness  possible,  particularly-  w hen  lased  w ith  narcotics,  barbiturates 
or  alcohol  Use  lower  do.ses  (2  to  5 mg)  for  elderly/debilitated 
Adverse  Reactions:  Side  effects  most  commonly-  reported  were  drow-sine.ss, 
fatigue,  ataxia.  Infrequently  encountered  were  confusitrn,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hy-potension,  incontinence,  jaundice, 
changes  in  libido,  nau,sea.  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary-  retention,  vertigo,  blurred  vision  Paradoxical  reacTions  such  as 
acute  hyperexcited  states,  anxiety-,  hallucinations,  increased  muscle  spasticity-. 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  funaion  tests  advisable  during  long-term  therapy  Minor  changes  in  EEC 
patterns,  usually-  low-voltage  fast  aaivity;  ob.served  in  patients  during  and  after 
diazepam  therapy-  are  of  no  know-n  significance. 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoaaivity-,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing,  depressed  re.spiration,  dy  spnea, 
hypierv-entilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effea. 

ORAL  Adults:  Anxiety-  disorders,  relief  of  symptoms  of  anxiety — \ftlium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or  1 or  2 Vftlrelease  capsules  (15  to 
30  mg)  daily  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d  or  q i d.  in  first 
24  hours,  then  5 mg  t.i  d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed  Adjunaively-  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily.  Adjunaively  in  convulsive  disorders — tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or 
1 or  2 capsules  ( 15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients:  Tablets — 2 to  2Vi  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (.see  Precautions).  Capsules — 1 capsule 
(15  mg)  daily-  when  5 mg  oral  Vftlium  has  been  determined  as  the  optimal  daily 
dose. 

Children:  Tablets — 1 to  2V2  mg  t i d or  q.i.d  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months)  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  \ftlium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months ) 

INJECTABLE  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  l.M.  or  l.Y, 
depending  on  indication  and  severity-.  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injeaion  may-  be  repeated  within 
I hour,  although  interval  of  3 to  4 hours  is  usually-  satisfaaory-.  Lower  doses 
(usually  2 to  5 mg)  with  slow  do.sage  increase  for  elderly-  or  debilitated  patients 
and  when  sedative  drugs  are  added  (See  'Xftrnings  and  Adverse  Reaaions.) 

For  dosages  in  infants  and  children  see  below-;  have  resuscitative  facilities 
available. 

/ .V/  i4se:  b)'  deep  injection  into  the  muscle 

tv.  use:  inject  slowly,  take  at  least  one  minute  for  each  5 mg(I  ml)  given  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  wrist  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible 
to  administer  Valium  directly  I V.  it  may  be  injected  slowly  tltrough  tbe 
infusion  tubing  as  close  as  possible  to  tlx  lein  insertion 
Moderate  anxiety-  disorders  and  sy  mptoms  of  anxiety;  2 to  5 mg  LM  or  l.Y,  and 
severe  anxiety-  disorders  and  symptoms  of  anxiety;  5 to  10  mg  LM.  or  LY,  repeat 
in  3 to  4 hours  if  necessary-;  acute  alcohol  w ithdraw  al,  10  mg  LM.  or  L\’  initially, 
then  5 to  10  mg  in  3 to  4 hours  if  necessary;  Muscle  spasm,  in  adults.  5 to  10  mg 
LM.  or  LY  initially  then  5 to  10  mg  in  3 to  4 hours  if  neces.sary  (tetanus  may 
require  larger  doses);  in  children  administer  I V slowly:  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  L.M  or  L\!,  repieat  every-  3 to  4 hours  if  necessary; 
in  children  5 years  or  older.  5 to  10  mg  repeated  every-  3 to  ■*  hours  as  needed. 
Respiratory  assistance  should  be  available. 

Status  epilepticus,  severe  recurrent  conv-ulsive  .seizures  (l.\;  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly  repeat  at  10-  to  15-minute  intervals  up 
to  30  mg  maximum  Repeat  in  2 to  4 hours  if  necessary;  keeping  in  mind  possi- 
bility of  residual  aaive  metabolites.  Use  caution  in  pre.sence  of  chronic  lung 
disease  or  unstable  cardiovascular  status  Infants  (over  30  days)  and  children 
(under  5 years).  0.2  to  0.5  mg  slowly  every-  2 to  5 min.,  up  to  5 mg  ( l.\!  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow  L\! 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful 
In  endoscopic  procedures,  titrate  L\:  dosage  to  desired  sedative  respon.se,  gener- 
ally 10  mg  or  less  but  up  to  20  mg  ( if  narcotics  are  omitted)  immediately  prior  to 
procedure;  if  LY  cannot  be  used,  5 to  10  mg  LM  approximately-  30  minutes  prior 
to  procedure  As  preoperative  medication,  10  mg  1 ,M  ; in  cardioversion,  5 to 
15  mg  I.\(  w ithin  5 to  10  minutes  prior  to  procedure  Once  acute  .symptomatology- 
has  been  properly-  controlled  with  injectable  form,  patient  may-  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  re.spiration,  pulse,  bloixl  pre.ssure;  employ- 
general  supportive  measures,  L\!  fluids,  adequate  airway  U.se  levarterenol  or 
metaraminol  for  hy-potension.  Dialysis  is  of  limited  v alue 
How  Supplied: 

ORAL  Yalium  scored  tablets — 2 mg.  white;  5 mg,  yellow-;  10  mg,  blue — bottles  of 
100  and  500;  Prescription  Paks  of  50,  available  in  tray  s of  10;  Tel-E-Do.se*  pack- 
ages of  100,  available  in  tray  s of  4 reverse-numbered  bo.xes  of  25  and  in  boxes 
containing  10  strips  of  10. 

\ftlrelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue), 
bottles  of  100;  Pre.scription  Paks  of  30 

INJECTABLE  Ampuls,  2 ml,  bo.xes  of  10;  Yials,  10  ml,  boxes  of  1;  Tel-E-Jea®  (dis- 
po.sable  syringes),  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  .sodium  benzoate 
and  benzoic  acid  as  buffers,  and  1.5%  benzy  l alcohol  as  pre.servative. 
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Our  many  years  funding  leases  for  Doctors  reflects  minimum  exposure,  therefore  eliminating  the  need  for  normal  reserve 
accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American  Medi-Lease  requires  NO  Down-Payment. 

Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment,  which  is  responsible  for  our  total  Service  Leasing  Program  — Exclusive  for  the  Medical  Profession. 

Our  intent  is  always  to  maintain  the  lowest  preferred  rates  and  unprecedented  service,  while  attaining  the  highest  degree  of 
integrity  with  responsible  communication  with  our  customers. 

KEY  ADVANTAGES: 

LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 

costs. 

TERMS:  24-,  36-,  48-,  and  60-month  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun  280- 

280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st  or  15th  of  the  month  eliminating  calendar  referral  for  disbursement 
of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Lessee,  on  request. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 

by  making  a request  to  American  "Medi-Lease"  as  we  assure  Lessees  have  the  most  convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn-over"  to  another  new  vehicle  approxi- 

mately every  two  years  without  additional  investment. 

PURCHASE  OPTION:  Lessee  has  the  option  to  purchase  any  time  after  12  months  or  at  (present)  end  of  term  value. 


EXAMPLE  LEASE  RATES 

Based  on  NEW  1983  prices  with  availability.  Most  are  luxury -equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Honda  Accord  4 dr. 

Toyota  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW  320i 

Datsun  280  ZX 

Audi  5000s 


237.00  per  month 

249.00  per  month 

253.00  per  month 

418.00  per  month 

351 .00  per  month 

346.00  per  month 

459.00  per  month 


Porsche  924 
Mercedes  240  Diesel 
Cadillac  Eldorado 
Mercedes  380  SD 
Mercedes  380  SL 
Rolls  Royce  Silver  Spirit 


621 .00  per  month 

439.00  per  month 

490.00  per  month 

772.00  per  month 

889.00  per  month 
2166.00  per  month 


Rates  forgH  makes  and  models  on  request. 

We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic.  You  tell  us  what  you  want  (make,  model,  color 
and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  convenience. 
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6600  N.  Meridian.  Suite  254,  Oklahoma  City,  Oklahoma  73132 
(405)  848-9807 

Oklahoma  Toll  Free  1-800-522-9262 


HOME  OFFICE 
6950  N.  Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Eree  1-800-527-7575 


National  Information  & Customer  Service  — Toll  Free  1-800-527-7575 

lo  Q^crvicc  lor  the  QeK{cJiCid  ~^rolessiou" 


MIAMI  • SHREVEPORT  • PHOENIX  • LOS  ANGELES  • DENVER  • BROWNSVILLE  • OKLAHOMA  CITY  • SAN  DIEGO  • HOUSTON 


Please  send  additional  information 

for  

(namcol  puhhcalu>n) 

Name 

Institution 

Street 

City 

State Zip 


300  North  Zeeb  Road 
Dept.  RR. 

Ann  .Arbor,  Mi.  48106 


This  Publication 
is  available  in 
Microform. 


University  Microfilms 
International 
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Bactrim  DS 

[trimethoDnm  and  sulfamethoxazole/Roche] 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptible strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note:  The 
increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibactenals, 
especially  in  these  urinary  tract  Infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  Is 
not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any 
age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible 
strains  of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physi- 
cian’s judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency:  pregnancy  al  term:  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernic- 
terus:  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p-hemolytic  strepto- 
coccal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated 
with  Bactnm  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reac- 
tions, hepatocellular  necrosis,  agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Experience  with  tnmethoprim  Is 
much  more  limited  but  occasional  interference  with  hematopoiesis  has  been  reported 
as  well  as  an  increased  incidence  of  thrombopenia  with  purpura  In  elderly  patients  on 
certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may 
be  early  signs  of  serious  blood  disorders.  Frequent  CBC's  are  recommended:  therapy 
should  be  discontinued  if  a significantly  reduc^  count  of  any  formed  blood  element  is 
noted. 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  func- 
tion, possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related, 
may  occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinal- 
yses, with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong  prothrombin  time  in  those  receiv- 
ing warfann:  reassess  coagulation  time  when  administering  Bactrim  to  these  patients. 
Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Because  trimethoprim  and 
sulfamethoxazole  may  interfere  with  folic  acid  metabolism,  use  dunng  pregnancy  only 
if  potential  benefits  justify  the  potential  nsk  to  the  fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  if  not  reported  with  Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplas- 
tic anemia,  megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  pur- 
pura, hypoprothrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrol- 
ysis. urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  hepatocellular  necrosis,  diarrhea,  pseudomembranous  coli- 
tis and  pancreatitis.  CNS  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due  to 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide.  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction. diuresis  and  hypoglycemia  in  patients:  cross-sensitivity  with  these  agents  may 
exist.  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies. 
Dosage:  Not  recommended  lor  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN. 
AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  tnmethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creati- 
nine clearance  is  above  3i0  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactnm  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  frimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Suppli^:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tnmethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100  and  500:  Tel-E-Dose'*  packages  of  100: 
Prescription  Paks  of  20.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole — bottles  of  100  and  500:  Tel-E-Dose®  packages  of  100:  Prescription 
Paks  of  40.  Pediatric  Suspension,  containing  40  mg  tnmethoprim  and  200  mg  sulfa- 
methoxazole per  teaspoonful  (5  ml):  cherry  flavored — bottles  of  100  ml  and  16  oz 
(1  pint).  Suspension,  containing  40  mg  tnmethoprim  and  200  mg  sulfamethoxazole 
per  tea  spoonful  (5  ml):  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  071 10 


In  vitro  studies  demonstrate 

Bactericidal  activity 


wi^  minimal 
resistance 


Percent  of  isolates  of  common  uropathogens  sensitive  to  BACTRIM  and  to  other  antimicrobials 


RAPID  IN  VITRO  DESTRUCTION 
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Kill  curve  kinetics  of  Bactrim 
and  its  individual  components 
against  E coli  in  vitro. ' 


^Analogous  to  cephalothin,  the  primary  antibiotic  disc  used  in  testing. 

Source:  The  Bacteriologic  Report,  BAC-DATA  Medical  Information  Systems,  Inc.,  Winter  Series,  1981-82 
Numbers  under  percentages  refer  to  the  projected  number  of  isolates  tested 


The  bactericidal  action  of  Bactrim  has  been  demonstrated  in  vitro  on  laboratory  strains 
of  E.  coli'’^  and  on  clinical  isolates  of  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis 
and  Morganella  morganiP — the  most  common  causative  organisms  of  urinary  tract 
infections.'’  More  than  100  published  studies  attest  to  the  efficacy  of  Bactrim  in  recurrent 
urinary  tract  infections  due  to  these  organisms.^  In  comparative  studies  with  other  antimi- 
crobials, Bactrim  has  consistently  demonstrated  unsurpassed  efficacy  during  therapy® " 
Resistance  to  Bactrim  develops  more  slowly  than  to  either  of  its  components  alone 
in  vitro*  Among  urinary  tract  isolates,  resistance  has  rarely  emerged  in  susceptible 
strains.®-'^  Bactrim  is  contraindicated  in  pregnancy  at  term,  during  lactation,  in  infants  less 
than  two  months  old  and  in  documented  megaloblastic  anemia  due  to  folate  deficiency 
Initial  episodes  of 
unoomplicated  urinary 
infections  should  be 
treated  with  a single- 
agent antimicrobial. 


Bactrim"  DS 


[trimethoprim  and  sulfamethoxazole/Roche} 

b.i.d.  for  recurrent  urinary  tract  infections 

*ln  vitro  data  do  not  necessarily  predict  clinical  results. 


Copyright  © 1983  by  Hoffmann-La  Roche  Inc  All  rights  reserved 


See  next  page  for  references  and  a summary  of  product  information. 


Motrin* 

ibupiofen,Upiohn 

600mg1bblets 


1961 Upphn  Compcrv 


The  Upjohn  Company  • Kolannazoo,  Michigan  49001  USA 


>904W  XM901 


Have  the  new  pension  laws  got  you  down? 
Why  employ  when  you  can  lease? 

Staff  leasing  will  reduce  your  taxes  and  increase  your  net  earnings 


• Medical  Insurance 

• Maternity  Benefits 

• Dental  Insurance 

• Life  Insurance 


• Pension  Retirement 

• Professional  Liability  Insurance 

• and  more 


Your  staff  will  enjoy  superior  employee  benefits 

Free  yourself  to  select  a benefit  package  (retirement,  medical  expense  reimbursement, 
insurance,  etc.)  which  satisfies  and  covers  only  yourself  without  being  required  to  provide 
the  same  benefits  to  your  entire  staff. 


• We  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole  practition- 
ers. 

• We  will  either  hire  your  existing  employees  and  lease  them  back  to  you  or 
hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one  check  a 
month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 


Our  staff  leasing  arrangement  is  also  a recognized  solution  for  those  professional  corpora- 
tions which  are  faced  with  the  affiliated  service  group  problems,  under  IRC  Section  414  (m). 


The  Employee  Leasing  Company 


IN  OKLAHOMA  CALL 
(405)  943-3310 


IN  TEXAS  CALL 
(214)  343-8682 


POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 

V - 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 
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Golf,  boating,  fishing, 
swimming,  riding,  hiking  or 
just  plain  loafing,  an  Oklahoma 
Resort  on  one  of  Oklahoma’s  great 
lakes  is  a fun  place  to  play. 

Send  for  your  “Resort  to  Oklahoma’s 
great  lakes”  brochure  which 
contains  money  saving  coupons 
and  more  information 


Golf  Getaway  Package 
Sweetheart  Hideaway 
Fourth  Night  FREE 
Weeks  Worth  Discount 
Fishing  Fever 


ARROWHEAD 
QUARTZ  MOUNTAIN 
ROMAN  NOSE 
LAKE  TEXOMA 
FOUNTAINHEAD 
WESTERN  HILLS 
LAKE  MURRAY 


Plan  for  your  vacation 
today  Send  for  your  free  brochure 

Oklahoma  Resorts 

500  Will  Rogers  Building 

Oklahoma  City.  OK  73105 

1-800-522-8565 

(Toll  Free  in  Oklahoma) 

Name 


street. 


City- 


. State. 


-Zip. 
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Oklahoma  State  Medical  Association 


OFTEN  INSEPARABLE:  PAIN  AND  ANXIETY 


A pathologic  partnership 
one  sees  every  day 

Pain — triggering  anxiety — 
which  accentuates  the  percep- 
tion of  pa  in...  together  they're 
worse  than  either  alone. 

And  since  they're  usually  both 


present  in  musculoskeletal  of  meprobamate — because 

disorders,  the  best  therapy  is  together  they're  better  than 
often  a combination  of  anal-  either  alone. 

gesic  and  anxiolytic  agents.  important  information  on  next  page 

Equagesic  "-M  combines  the  Laboratories 

pain  relief  of  aspirin  with  the  j ^ r’b,..v,...pb,a  na  imo- 

tension-reducing  properties 


I 

JJ 


tablets 


rEquagesid-M 

(meprobamate  with  aspirin]  (S  Wyeth 

Effe^ye  analgesic/anxiolytic  alliance 


" PI  * . 


Prompt,  effective  relief  from  the  dual  burden 

of  pain  and  anxiety 

tablets 

Equagesid-M 

(meprobamate  with  aspirin)  (S  Wyeth 

Effective  analgesic/anxiolytic  alliance 

Proven  superior  to  aspirin  alone  in  controlled  clinical  trials 


(BRIEF  SUMMARY) 

DESCRIPTION ; Each  tablet  contains  200 
mgrneprobamote  and  325  mg  aspirin. 
INDICATIONS;  Adjunct  in  short-term 
treatment  of  pain  accompanied  by 
tension  and  or  anxiety  in  patients  with 
musculoskeletal  disease  Clinical  trials 
demonstrated  in  these  situations  relief  of 
pain  IS  somewhat  greater  than  with  aspi- 
rin alone  Effectiveness  in  long-term  use. 

I e over  4 months,  has  not  been  ossessed 
by  systematic  clinical  studies  Physicians 
should  periodically  reassess  usefulness  of 
drug  for  individual  po’ients 
CONTRAINDICATIONS:  ASPIRIN  Al- 
lergic or  idiosyncratic  reactions  to  aspirin 
or  related  compounds  MEPROBAMATE 
Acute  intermittent  porphyria,  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  related  compounds,  e g cansoprodol. 
mebutamote.  or  corbromal 
WARNINGS.  ASPIRIN  Use  sdlicyiotes  with 
extreme  caution  in  patients  with  peptic 
ulcer,  asthma,  coogulotton  abnormali- 
ties. hypoprothrombinemia.  vitamin  K 
deficiency,  or  those  on  onticoogulonts  In 
rore  instonces.  aspirin  in  persons 
oilergic  to  salicylotes  may  result  m life- 
threatening  allergic  episodes 
MEPROBAMATE  DRUG  DEPENDENCE 
Physicol  ond  psychological  depend- 
ence. and  abuse  have  occurred 
Chronic  intoxicotion  from  prolonged 
ingestion  of.  usuolly,  greater  than  recom- 
mended doses  IS  manifested  by  atoxic, 
slurred  speech  and  vertigo,  Therefore, 
corefully  supervise  dose  and  amounts 
prescribed  and  ovoid  prolonged  use, 
especioHy  in  olcoholics  and  others  with 
known  propensity  for  taking  excessive 
quonlities  of  drugs  Sudden  withdrawal 
after  prolonged  ond  excessive  use  may 
precipitote  recurrence  of  preexisting 
symptoms,  e g anxiety,  anorexic,  or  In- 
somnia. or  withdrowoi  reactions,  e g . 
vomiting  otoxia  tremors,  muscle  twitch- 
ing. confusionol  stotes,  hollucinosis.  ond 
rorely.  convulsive  seizures  Such  seizures 
are  more  likely  in  persons  with  CNS  dam- 
age or  preexistent  or  lotent  convulsive 
disorders  Onset  of  withdrowal  symptoms 
occurs  usuolly  wilhm  12  to  48  hours  after 
discontinuation,  symptoms  usuolly  cease 


within  next  l2-to-48-hour  period  When 
excessive  dosoge  has  continued  for 
weeks  or  months,  reduce  dosage  grodu- 
olly  over  1 to  2 weeks  rather  than  stop 
abruptly  Altemotively,  a short-acting 
borbiturate  may  be  substituted,  then 
grodually  withdrawn 
POTENTIALLY  HAZARDOUS  TASKS  Worn 
potients  meprobamate  may  impair  men- 
to!  or  physical  abilities  required  for  po- 
tenfiolty  hozordous  tasks,  e g . driving  or 
operating  machinery 
ADDITIVE  EFFECTS  Since  CNS- 
suppressant  effects  of  meprobamate 
and  alcohol  or  meprobamote  and  other 
psychotropic  drugs  may  be  odditive.  ex 
ercise  caution  with  patients  tokmg  more 
then  one  of  these  oger^’s  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTA- 
TION An  Increased  risk  of  congenital 
malformations  associated  with  minor 
tronquiilzers  (meprobamate,  chlordi- 
azepoxide,  and  diazepam)  during  first 
trimester  of  pregnoncy.  has  been  sug- 
gested In  several  studies  Because  use 
of  these  drugs  Is  rarely  a matter  of 
urgency,  their  use  during  this  period 
should  olmost  always  be  avoided  The 
possibility  that  a woman  of  child- 
beoring  potential  may  be  pregnant  at 
time  of  institution  of  therapy  should  be 
considered  Advise  patients  if  they  be- 
become  pregnant  during  theropy  or 
intend  to  become  pregnant  to 
communicote  with  their  physiclons 
about  desirability  of  discontinuing 
the  drug 

Meprobomote  passes  the  placental 
barrier  It  is  present  both  In  umbilical- 
cord  blood  at  or  near  maternal 
plasma  levels  and  In  breast  milk  of 
iactating  mothers  at  concentrations 
two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  Is 
contemplated  In  breastfeeding 
patients,  consider  the  drug's  higher 
concentrations  In  breast  milk  as  com- 
pared to  maternal  plasma  levels. 
USAGE  IN  CHILDREN  Keep  preporotions 
with  aspirin  out  of  reoch  of  children 
Equogesic  * - M is  rx>t  recommended  for 
potients  12  yeors  of  oge  and  under 
PRECAUTIONS:  ASPIRIN  Salicylates  on- 


tagonize  uricosuric  activity  of  probene- 
cid dnd  sulfinpyrazone  Salicylates  are 
reported  to  enhance  hypoglycemic  ef- 
fect of  sulfonylurea  antidiabefics 
MEPROBAMATE  Use  lowest  effective 
dose,  particulorly  in  elderly  and  or  debil- 
itoted.  to  preclude  over-sedation  Me- 
probamate is  metabolized  m the  liver 
and  excreted  by  the  kidney,  to  avoid  ex- 
cess accumulation  exercise  caution  in  its 
use  in  patients  with  compromised  liver 
or  kidney  function  Meprobamate  occa- 
sionally may  precipitate  seizures  in  epi- 
leptic patients  It  should  be  prescribed 
cautiously  ond  in  small  quontities  to  pa- 
tients with  suicidol  tendencies 
ADVERSE  REACTIONS:  ASPIRIN  May 
cause  epigostric  discomfort,  nausea 
and  vomiting.  Hypersensitivity  reoctions, 
including  urticario.  angioneurotic 
edema,  purpuro.  asthma,  and  anophy- 
loxis  may  rorely  occur  Patients  receiving 
large  doses  of  salicylates  may  develop 
tinnitus 

MEPROBAMATE  CNS  Drowsiness, 
otaxio.  dizziness,  slurred  speech,  head- 
ache. vertigo,  weokness,  paresthesias, 
impoirment  of  visual  accommodation, 
euphorio.  overstimulation,  paradoxicol 
excitement,  tost  EEG  activity 
Gl  Nausea,  vomiting,  diorrheo 
CARDIOVASCULAR  Palpitation,  tachy- 
cardia. vonous  forms  of  arrhythmio,  tran- 
sient ECG  chonges.  syncope, 
hypotensive  crisis 

allergic  or  idiosyncratic  Milder  re- 
actions are  choractenzed  by  itchy,  urti- 
carial, or  erythematous  maculopapulor 
rosh,  generalized  or  confined  to  the 
groin  Other  reactions  include  leuko- 
penia, acute  nonthrombocytopenic  pur- 
pura. petechiae,  ecchymoses, 
eosmophilia.  penpherol  edemo.  adeno- 
pathy. fever,  fixed  drug  eruption  with 
cross-reaction  to  cansoprodol.  ond 
cross-sensitivity  between  meprobamote 
mebutomate  and  meprobomote  cor- 
bromol  Rore,  more  severe  hypersensitiv- 
ity reactions  include  hyperpyrexia,  chills, 
ongioneurotic  edema,  bronchosposm. 
oligurio.  ond  onuria  Also,  anophyloxis. 
exfoliative  dermatitis,  stomatitis,  ond 
proctitis  Stevens- Johnson  syndrome  and 


bullous  dermatitis  hove  occurred 
HEMATOLOGIC  (^SEE  ALSO  ‘ALLERGIC  OR 
idiosyncratic'*)  Agranulocytosis, 
opiostic  onemio  have  been  reported,  al- 
though no  cousal  relationship  has  been 
estoblished.  ond  thrombocytopenic 
purpura 

OTHER  Exacerbation  of  porphyric 
symptoms 

DOSAGE  AND  ADMINISTRATION;  Usual 
dose  IS  one  or  two  tablets.  3 to  4 times 
doily  os  needed  for  relief  of  pain  when 
tension  or  anxiety  is  present  Not  recom- 
mended for  patients  12  years  of  age  ond 
under 

OVERDOSAGE:  Treatment  is  essentially 
symptomatic  and  supportive  Any  drug 
remaining  in  the  stomach  should  be 
removed  Induction  of  vomiting  or  gastric 
lavage  may  be  indicated  Activated 
charcoal  moy  reduce  absorption  of  both 
aspirin  and  meprobomote  Aspirin  over- 
dosage produces  usual  symptoms  and 
signs  of  soiicylote  intoxication  Observa- 
tion and  treotment  should  include  mon- 
agement  of  hyperthermia,  specific 
porenterol  electrolyte  therapy  for  ketoac- 
idosis and  dehydration,  watching  for  evi- 
dence of  hemorrhagic  monifestotions 
due  to  hypoprothrombinemia  which,  if  it 
occurs,  usually  requires  whole-blood 
transfusions  Suicidal  attempts  with  me- 
probamate hove  resulted  m drowsiness, 
lethargy,  stupor,  ataxia,  como.  shock, 
vasomotor  ond  respirotory  collapse 
Some  suicidol  attempts  have  been  fatal 
The  following  date,  reported  in  the  litera- 
ture and  from  other  sources,  are  not 
expected  to  correlote  with  each  case 
(considering  factors  such  as  individual 
susceptibili^  ond  length  of  time  from 
ingestion  to  freotmentT  but  represent 
usuol  ranges  reported  Acute  simple  ov- 
erdose (meprobamate  olonej  Death 
has  been  reported  with  ingestion  of  as  lit- 
tle os  12  gram  meprobomote  ond  sur- 
vival with  os  much  os  40  gram 
BLOOD  LEVELS: 

0 6-2  0 mg  percent  represents  usuol 
blood- level  ronge  of  ter  theropeutic 
doses  The  level  may  occasionally  be  as 
high  as  3 0 mg  percent 
3-10  mg  percent  usually  corresponds  to 


findings  of  mild-to-moderate  symptoms 
of  overdosage,  such  as  stupor  or  light 
como 

10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive 
treatment  Some  fotalities  occur 
At  levels  greoter  than  20  mg  percent, 
more  fatalities  than  survivals  con  be 
expected 

Acute  combined  overdose  (meprobo- 
mote  with  other  psychotropic  drugs  or  ol- 
cohol)  Since  effects  con  be  additive, 
history  of  ingestion  of  a low  dose  of  me- 
probamate plus  ony  of  these  compounds 
(or  of  o relatively  low  blood  or  tissue 
level)  connot  be  used  os  o prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues 
ropidly  and  blood  pressure,  pulse,  and 
respiratory  rotes  are  reduced  to  basol 
levels  Any  drug  remaining  in  stomach 
should  be  removed  and  symptomatic 
treotment  given  Should  respiration  or 
blood  pressure  become  compromised, 
respiratory  ossistonce.  CNS  stimulonts, 
and  pressor  agents  should  be  odmims- 
tered  cautiously  os  indicated  Diuresis, 
osmotic  (monnitol)  diuresis,  peritoneal 
dialysis,  ond  hemodialysis  have  been 
used  successfully  in  removing  both  ospi- 
rin  and  meprobomote  Atkolmization 
of  the  unne  mcreoses  excretion  of  soli- 
cylotes  Coreful  monitoring  of  urinary  out- 
put IS  necessary,  and  coufion  should  be 
token  to  ovoid  overt^ydrotion 
Relapse  ond  deoth.  after  initial  recovery, 
have  been  attnbuted  to  incomplete  gas- 
tric emptying  and  delayed  obsorption 
HOW  SUPPLllD  Bottles  of  50  scored 
tobiets 


c 1983  Wyeth  Loboratones 


Wyeth  Laboratories 

Philadelphia  Pa  I9l0t 


OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES,  INC. 

800  Physicians  Professional  Bldg.  1044  Southwest  44th 
3400  N.W.  Expressway  Suite  #520 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73109 
(405)  946-5641  (405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc  James  M.  Hartsuck,  MD,  Inc 

John  M.  Carey,  MD,  Inc  R.  Darryl  Fisher,  MD,  Inc 

Nazih  Zuhdi,  MD,  Inc  Marvin  D.  Peyton,  MD,  Inc 

William  D.  Hawley,  MD,  Inc 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 
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OKLAHOMA  CITY  CLINIC 

Multiple  Specialty  Clinic 

701  Northeast  10th  Street  • Oklahoma  City,  Oklahoma  73104  • Telephone — 271-2700 


INTERNAL  MEDICINE 

W W Rucks.  Jr , MD 
William  S Pugsley,  MD 
Donald  G Preuss,  MD 
Earl  S,  Elliot,  Jr.,  MD 
Ellison  H,  Wittels,  MD 

CARDIOLOGY 

Charles  W Cathey,  MD 
Charles  W Robinson,  Jr..  MD 
Alexander  Poston,  MD 
Thomas  R Russell,  MD 
Paul  C Houk,  MD 
Stanley  G Rockson.  MD 

ENDOCRINOLOGY 

James  L Males,  MD 
Ronald  P Painton,  MD 

GASTROENTEROLOGY 

Malcolm  G Robinson,  MD 
David  A.  Neumann,  MD 
Gretchen  A.  McCoy,  MD 

PULMONARY  DISEASE 

William  W.  Cook,  MD 
Mark  Steven  Fixley,  MD 
Steven  R.  Smith,  MD 

INFECTIOUS  DISEASES 

Daniel  J.  Sexton,  MD 
Clifford  G.  Wlodaver,  MD 


RHEUMATOLOGY 

William  T.  Tatum,  Jr.,  MD 

OBSTETRICS  AND 
GYNECOLOGY 

John  W.  Records,  MD 
Schales  L.  Atkinson,  MD 
Roger  D Quinn,  MD 
Thomas  R Bryant,  MD 
Ronald  E.  Hempling,  MD 
Laura  L.  Mackie,  MD 

ORTHOPEDIC  SURGERY 

Edwin  R Maier,  MD 
J.  Patrick  Livingston,  MD 

OTOLARYNGOLOGY 

Charles  J Wine.  MD 
Joseph  E.  Leonard,  MD 
Willard  B Moran,  Jr.,  MD 

PEDIATRICS 

James  E.  Mays,  Jr.,  MD 
Hal  B Vorse,  MD 
William  J.  Kruse.  MD 
Gary  D.  McGann,  MD 
Mickey  E.  Crittenden,  MD 
Donald  L.  Wilber,  MD 

GENERAL  SURGERY 

Frank  G.  Gatchell,  MD 
Stephen  G ReMine,  MD 


DERMATOLOGY 

William  J.  Sahl,  Jr . MD 

CARDIOVASCULAR- 
THORACIC  SURGERY 

Edward  R.  Munnell,  MD 
R.  Nathan  Grantham,  MD 
Paul  J.  Kanaly,  MD 

RADIOLOGY 

Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks.  MD 
J.  Kent  Chesnut,  MD 
Alan  M.  Effron,  MD 
Howard  G.  Daniel,  MD 
Robyn  L Birdwell,  MD 

UROLOGY 

Donald  D.  Albers,  MD 
William  F.  Barnes,  MD 

CLINICAL  PSYCHOLOGY 

Lucien  D Rose,  PhD 

AMBULATORY  CARE 

Leslie  A Arneson,  MD 
Kent  C.  Hensley.  MD 

EXECUTIVE  DIRECTOR 

A Wayne  Coventon 


HEMATOLOGY-ONCOLOGY 

Ralph  G.  Ganick,  MD 
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Wfehelp 
bring  pew 
back  to  life 


Willow  View  is  the  only  private, 
non-profit  hospital  in  Oldahoma 
dedicated  solely  to  the  treatment 
of  psychiatric  illnesses  of  all  types 
among  all  ages.  The  key  word  is 
"treatment.”  Willow  View  is  not  an 
institution  for  custodial  care,  and 
accepts  only  individuals  who  are 
treatable. 

Located  on  15  acres  at  2601 
North  Spencer  Road  (former  site 
of  the  Coyne  Campbell  Hospital), 
Willow  View  is  a modern,  fully 
staffed  facility  with  180  full  and 
part-time  employees. 

Services  include  highly 
successful  adolescent,  adult,  and 


substance  abuse  treatment 
programs. 

Our  adolescent  program,  for 
example,  geared  to 
m patients  12-18  years 
||§— ■ old,  is  based  on  an 
innovative  "levels” 
system,  defining  progressive 

e plateaus  of  wellness. 

It  includes  group  therapy, 
occupation  and  recreational 
therapies,  and  an  accredited 
education  program.  We  provide 
the  full  scale  of  services:  an 
intensive  treatment  environment 
with  family  therapy  and  an  after- 
care program. 

If  you  have  a patient  who  could 
benefit  from  the  rich  mixture  of 
love  and  discipline  at  Willow  View, 
call  us.  We  ll  arrange  a time  for 
you  to  meet  our  staff,  see  our 
facility,  and  discuss  the  programs 
which  might  help  your  patient 
find  the  strength  and  stability  to 
cope  with  his  or  her  corner  of 
the  world. 


Willow  View:  We  help  bring  people  back  to  life. 

Willow  View  Hospital 
2601  N.  Spencer  Rd. 

Oklahoma  City,  OK  73136 
Call,  (405)  427-2441 


« ILLOH  VIEW  MEDICAL  STAFF:  \olen  L.  Armstrong,  M.D.;  U olfgang  K.  Huber,  M.D.;  Haraid  S.  Kruger,  M.D., 
Sia\ash  ,\ael,  M.D.;  Harold  G.  Sleeper,  M.D.;  Medical  Director:  Harold  G.  Sleeper,  M.D.;  Chief  of  Staff:  \olen  L. 
Armstrong,  M.D.;  Administrator;  Dolores  R.  Wiggins. 
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Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD  Winfred  L.  Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 


207  C Street  NW 


Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 

FAMILY  PRACTICE 
J W McDonjel  MD 
J O Wood.  Jr . MD 
Don  R Hess.  MD 
Tim  Bohn,  MD 


INTERNAL  MEDICINE 

W S Harrison.  MD 
D L Stehr  MD 
R S Davis.  MD 
Vernon  A.  Vix.  MD 

GASTROENTEROLOGY 
C K Su,  MD 

CARDIOLOGY 
J T Bledsoe.  MD 

OBSTETRICS  AND  GYNECOLOGY 

Nancy  W Dever  MD 
Alan  J Weedn.  MD 

PEDIATRICS 
R E Herndon.  MD 
E R Orr.  MD 
J E Freed  MD 
M.  P.  Escobar.  MD 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 
C R Gibson.  MD 
James  Ed  Brown.  MD 


GENERAL  AND  VASCULAR  SURGERY 
Linda  M Johnson.  MD 
Wayne  L Manson.  MD 


THORACIC 

AND  VASCULAR  SURGERY 
Paul  B.  Loh.  MD 


PHYSICAL  MEDICINE  AND 
REHABILITATION 
Kumud  Vaidya.  MD 

Accredited  A.A.H.C.,  Inc. 


UROLOGY 
K.  T.  Varma,  MD 

ORTHOPEDIC  SURGERY 
W.  T Morris.  MD 
Keith  W Riggins.  MD 

RADIOLOGY  (Consulting) 
Don  Delzer  MD 
J H Gardner,  MD 
J E Milton,  MD 
Dan  Rhodes,  MD 

PHYSICIANS  ASSISTANTS 

W M OhI,  PA 
H,  L Watkins.  PA 
Myra  Campbell.  PA 

ADMINISTRATION 
James  W Loy 


MAIN  CLINIC  TIMBER  CREEK  BRANCH 

2222  IOWA,  CHICKASHA,  OK  224-4853  ROUTE  3.  BOX  124M,  TUTTLE,  OK  73089 
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GLflxr-nEL/on  cunic 


INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM.  JR.,  MD 
JOEL  K.  GIST,  MD 


WILLIAM  G.  MAYS,  MD,  Inc. 
RALPH  L.  NICHOLSON,  MD,  Inc. 


RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 
WILLIAM  F.  EWING,  MD,  INC. 
BOYD  O.  WHITLOCK,  MD 
RICHARD  H.  REID,  MD 
R.  A.  SEARCY,  MD 
PHILIP  W.  PERRYMAN,  JR..  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON.  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD.  Inc. 
FRANKLIN  S.  NELSON,  MD 


ADMINISTRATION 

JOSEPH  W.  RHINE 
GARY  D.  GIBSON 


1923  East  21st  Street  Box  5221 8 •TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC, 


1401  East  Van  Buren  Avenue 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
FRANCIS  R.  LONERGAN,  MD 
STEPHEN  D.  SWANK,  MD 

OBSTETRICS-GYNECOLOGY 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 


ROBERT  G.  CATES,  MD 
W.  RILEY  MURPHY,  JR.,  MD 
DWAIN  DOYLE,  MD 

SURGERY 


WILLIAM  G.  BLANCHARD,  MD,  FACS 

OTOLARYNGOLOGY  GEORGE  M.  BROWN,  JR.,  MD,  FACS 

SAMUEL  E.  DAKIL,  MD 


RADIOLOGY  ADMINISTRATION 

BRUCE  H.  BROWN,  MD  PAUL  B.  BISHOP 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 

General  Surgery 
THORNTON  KELL,  MD,  FACS 
=^TOM  SPARKS,  MD,  FACS 

General  and  Vascular  Surgery 
^WILFRED  S.  GAUTHIER,  MD,  FACS 

Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 
^CLIFFORD  LORENTZEN,  MD,  FACP 
*DAVID  D.  ROSE,  MD 
*JOE  R.  HAMILL.  MD 
*KEVIN  H.  REED,  MD 

Radiology  (Consultants) 
^MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 

Administrator 

ROGER  H.  HUGHES 

Pathology  (Consultant) 
*CARL  A.  SCHWEERS,  MD 

Phone:  A/C  405-223-5311 

* Specialty  Board  Diplomate 

Raymond  F.  Main,  M.D. 

Jack  M.  Stephenson,  M.D. 

Robert  C.  MacKay,  M.D. 

Paul  E.  Kaldahl,  M.D. 

Dan  F.  Keller,  M.D. 

/(T/ 

fT\ 

\»  \ 
\^\ 

Perry  A.  Lambird,  M.D. 

Willard  Aronson,  M.D. 

\^\ 

Michael  R.  Harkey,  M.D. 

Fay  Knickerbocker,  M.D. 

I 

1 lO 

Thomas  A.  Hosty,  M.D. 

Lynn  B.  Moon,  M.D. 

ra  [JU 

1 ^ 

h^f 

John  R.  Rogers,  M.D. 

Peter  F.  Brumbaugh,  M.D. 

y2\  u 

1 J^J 

Hatton  W.  Sumner,  M.D. 

Diplomates.  Amer  Board  of  Pathology 

'C>  / 

Diplomates,  Amer  Board  of  Pathology 

Oklahoma  City,  Oklahoma 

PATIENT  CARE  FACILITIES 

Pasteur  Medical  Bldg. 

Physicians  & Surgeons  Bldg. 

Room  254 

Room  G-8  (Basement) 

1111  N.  Lee 

1211  N. 

Shartel 

West  Laboratory 

North  Laboratory 

East  Laboratory 

Room  100 

Room  LL7 

Room  113 

3400  N.W.  Expressway 

4200  W 

Mem. 

Rd. 

711  Stanton  Young  Blvd. 

South  Laboratory 

Room  107 

1044  S.W.  44 

(405)  239-7111 

1_800— 942-3514 

PICKUP— DELIVERY 

1111  N 

Shartel 
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Oklahoma  State  Medical  Association 


750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


George  S.  Bozalis,  MD? 
Vernon  D.  Cushing,  M[>* 
George  L.  Winn,  MDt 
Robert  S.  Ellis,  MDt* 
Lyle  W.  Burroughs,  MDt° 


^ Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr,,  Administrator 

By  appointment  8 a m.  to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDt* 
John  R.  Bozalis,  MDt* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD* 


Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

nil  North  Dewey  Oklahoma  City,  Oklahoma  232-0341 
DEPARTMENT  OE  ORTHOPEDICS  DEPARTMENT  OE  ARTHRITIS 


*Marvin  K.  Margo,  MD,  EACS 
*James  P.  Bell,  MD,  FACS 
^Stephen  Tkach,  MD,  FACS 
^Joseph  F.  Messenbaugh  III,  MD,  FACS 
*].  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
*Warren  G.  Low,  MD 
*Thomas  C.  Howard,  III,  MD 


John  A.  Blaschke,  MD 
Mar\'  L.  Duttv  Honick,  MD 
^Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 


*SpedaItv  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 


Journal  / June  1983  / Volume  76 


XXXI 


Shawnee  Medical  Center  Clinic 

, Inc. 

2801  N.  SARATOGA 

P.O.  BOX  849  SHAWNEE 

. OKLAHOMA  74801  / Phone:  405-273-5801 

ALLERGY 

INDUSTRIAL  MEDICINE 

OBSTETRICS.  GYNECOLOGY 

PEDIATRICS 

A Bell,  MO' 

A.  M.  Bell,  MD 

Paul  B.  Edmonds,  MET 

A M.  Bell.  MD 

Jake  Jones,  Jr..  MD 

Richard  E.  Jones,  MET 

Jake  Jones,  Jr . MD 

ANESTHESIOLOGY  CONSULTANTS 

Stephen  E.  Trotter,  MD 

R K Mohan.  MD' 

Ellis  Brown,  MD* 
Michael  Daughety.  MD 

DERMATOLOGY 

Bert  C.  Frichot.  III.  MD' 

INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson.  MD' 
John  R.  Hayes.  MD 

ORTHOPEDIC  SURGERY 

T A.  Balan,  MD,  FAAOS* 

R.  M.  Kamath,  MD.  MS*  (Ortho) 

S.  M.  Waingankar,  MD 

RADIOLOGY  CONSULTANTS 

William  Phillips.  MD" 

Robert  G.  Wilson.  MD' 

Cranfill  K.  Wisdom,  MD* 

FAMILY  PRACTICE 

D.  A.  Mace,  MD 

OTORHINOLARYNGOLOGY 

UROLOGY 

K T Mosley,  Jr.,  MD 

S.  Rishi.  MD 

N M Kotecha,  MD’ 

GENERAL  SURGERY 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

Frank  H.  Howard.  MD" 
Jerold  D Kethley.  MD 

R K Mohan.  MD 

David  L McBride.  MET 

W J Birney 

* Board  Certified 

PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

13313  N.  Meridian,  Buidling  A 405  755-4451  Oklahoma  City,  Oklahoma  73120 

Board  Certified  in  Plastic  Surgery 


OKLAHOMA  HANDE=r-\y|-i 
SURGERY  CENTER,  INObg  | 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


LOOKING  FOR 
A REWARDING  PRACTICE? 

DID  YOU  KNOW? 

Lawton,  Oklahoma  has  been  identified  as 
one  of  the  four  metropolitan  areas  in  the 
country  with  the  least  number  of  Physicians 
per  100,000  population. 

DID  YOU  KNOW? 

Southwestern  Hospital  in  Lawton  has  a 
need  for  Family  Practitioners,  Internists, 
Plastic  Surgeons,  Orthopedic  Surgeons, 
Pediatricians  and  Ophthalmologists. 

DID  YOU  KNOW? 

Lawton,  Oklahoma  is  the  third  largest  city  in 
the  State  with  a population  of  85,000  with  a 
medical  service  area  of  175,000. 

Should  you  desire  more  information  about 
Southwestern  Hospital  or  Lawton,  write: 

American  Medical  International,  Inc. 

Mid-Continent  Region  iSouth'vesten.1 

Physician  Relations  Dpt. 

P.O.  Box  91035  >H^Hospita^l 

Houston,  Texas  77291-1035 


MEDICAL  SPACE  NOW  LEASING 
AT  30th  and  HAYES, 
CLINTON,  OKLAHOMA 

This  new  spacious  office  building  has  8,000 
square  feet  available  with  finished  interiors  to 
your  specifications.  Your  office  would  be  only 
200  feet  from  the  entrance  of  Clinton  Regional 
Hospital.  There  is  convenient  employee  park- 
ing in  the  rear  and  plenty  of  ample  parking  for 
patients.  Call  Swanson  Rentals  at  (405) 
772-5375  today  for  more  information. 

SWANSON  CONSTRUCTION 
AND  RENTALS 

308  Wilson  Road 
Weatherford,  Oklahoma 

(405)  772-5375 


xxxiii 


Journal  / June  1983  / Volume  76 


ALLERGY 


CARDIOVASCULAR 


Northwest  Medical  Center 

northwest  allergy  clinic.  INC 


John  L.  Davis.  MD 
3330  N,W  56th 

Oklahoma  City,  Oklahoma  73112 
405  843-6619 


Suite  602 


OKLAHOMA  ALLERGY  CLINIC,  INC. 


Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


George  S.  Bozahs.  MDt 
Vernon  D.  Cushing.  MD‘^ 
George  L.  Winn.  MD^ 
George  L.  Winn.  MD" 
Robert  S.  Ellis.  MD" 

Lyle  W.  Burroughs.  MD" 


Charles  D.  Haunschild.  MDT° 
James  H.  Wells.  MD'i' 

John  R.  Bozalis.  MDT* 

James  D.  Lakin.  PhD.  MD'i'  ' 
John  S.  Irons.  MD"' 

Warren  V.  Filley.  MD 


iConsultant 

■ Diplomate  American  Board  of  Allergy  and  Immunology 
Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Pediatrics 


Office  Address: 

750  Northeast  13th  Street 
Telephone  405  271-3232 


Mail  Address; 

Post  Office  Box  26827 
Oklahoma  City.  OK  73126 


JAMES  A MURRAY,  MD,  INC, 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa.  Oklahoma  74177 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  MD  Lawrence  M.  Higgs.  MD  William  J.  Fors,  MD 
Galen  P.  Robbins,  MD  Ronald  H.  White.  MD  W H.  Oehlert,  MD 

William  S.  Myers,  MD  CARDIOVASCULAR  DISEASES  Charles  F.  Bethea,  MD 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  ahgioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City.  Okla,  73112  Telephone  947-3341 

CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization.  Aortography  and  Selective  Coronary  Arteriography 
Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
■J-  J-  Donnell.  MD  947-2556  ‘J.  L.  Bressie.  MD  946-0568 

•G.  L.  Honick.  MD  943-8428  ^ S.  Dahr.  MD  947-2321  ^ F.  Elliott.  MD  943-8421 
■Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

6th  Floor  5700  N.W.  Grand  Blvd.  Oklahoma  City,  Oklahoma  73112 


DERMATOLOGY 


RONALD  W.  GILCHRIST.  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 
632-5565  Therapy  4200  South  Douglas  Avenue 

Oklahoma  City,  Oklahoma  South  Community  Medical  Center 

ROBERT  L,  OLSON,  MD 
Diseases  of  the  Skin 

Suite  707  Skin  Cancers  942-8825 

3400  N-W-  Expressway  Oklahoma  City,  Oklahoma  73112 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Radium  Therapy  Hemahgiomas  X-Ray  Therapy 
CLINIC  BUILDING  3434  N W,  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


ENDOCRINOLOGY  - METABOLISM  - DIABETES 


AEROSPACE  MEDICINE 


CLYDE  A.  LYNN.  BA.  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow,  American  College  of  Preventive  Medicine 
Flight  Surgeon,  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor,  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd-  by  Appointment  (405) 

Norman,  OK  73069  r-  ^ , n 329-26; 

Senior  Aviation  Medical  Examiner 

FAA  NO.  07448-1 


ARTHRITIS  - RHEUMATOLOGY 


JOHN  WHITFIELD  DRAKE,  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Baptist  Medical  Center  949-3286 

3300  N.W,  Expressway  Oklahoma  City,  Oklahoma  73112 


MODHI  GUDE,  MD 

Diplomate  American  Board  of  Internal  Medicine 
Endocrinology  and  Metabolism 

Pasteur  Medical  Building  Suiie  549  232-8965 

1111  North  Lee.  Oklahoma  City,  OK  73103  If  no  answer  949-5067 


INDRA  K.  SHAH,  MD 


EYE.  EAR,  NOSE  AND  THROAT 


Diplomate:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine— Rheumatology 
5700  N.W.  Grand  Boulevard,  Suite  101 

Oklahoma  City,  OK  731 1 2 (405)  947-1500 


CARDIOLOGY 


John  W.  Huneke.  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certifieo  oy  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B,  MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C-  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 


STANLEY  R,  McCAMPBELL.  MD 
Cardiology  and  Electrocardiography 


Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


1211  North  Shartel 


Oklahoma  Cihy,  Oklahoma 


236-1295 


JAMES  L,  DUNAGIN.  JR.,  MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 


6th  and  Washington 


McAlester,  Oklahoma  74501 


XXXIV 


Oklahoma  State  Medical  Association 


V JERRY  SHEPHERD,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophihalmology 
Phone  946-3327 

3400  NW  56th  Sf  Suite  G-?  Oklahoma  City  731 12 


NEUROPSYCHtATRY 


HAROLD  G SLEEPER.  MD,  PAPA 
Diplomate  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  bmited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spencer  Road  Res  478-2589 

Spencer.  Oklahoma  73084 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  , MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City.  Oklahoma  73120 
PhOhe  405  755-1930 


PULMONARY  DISEASE 


STEPHEN  N ADLER.  MD 
Diplomate 

Americah  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Pulmonary  Medicine  Fiberoptic  Bronchoscopy 

Pulmonary  Function  and  Methacholine  Testing  Lung  Needle  Biopsy 

Pulmonary  Artery  (Swan-Ganz)  Catheterization  Critical  Care  Medicine 

Mercy  Doctors  Tower  4200  Memorial  Road 

Oklahoma  City.  OK  73120  (405)  755-4290 


RAYMOND  J DOUGHERTY  MD 

Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


ORTHOPEDICS 


DON  H O DONOGHUE.  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 


1 1 1 1 North  Lee 
Oklahoma  City,  OK  73103 
235-8385 


O Donoghue  Rehabilitation  Institute 
1122  NE  13th  Street 
Oklahoma  City,  OK  73126 
271-3682 


orthopedic  surgery  AFFILIATES.  INC 


1044  S.W  44th 

Oklahoma  City.  Oklahoma  73109 
405-631-7444 

Dale  R.  Butler,  MD.  FACS  G.  David  Casper,  MD 

J A Rosacker.  MD 


JOHN  RAYMOND  STACY.  MD.  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  ahd  Fracture  Surgeon 

415  NW  12th  St  Oklahoma  City.  Oklahoma  235-6315 


PEDIATRIC  SURGERY 


E Ide  Smith,  MD‘  Wm  P Tunell.  MD’  James  A Carsoh.  MD’ 

940  N E 13th  Street 

Oklahoma  City.  Oklahoma  73126  405  271-5922 

’Americah  Board  of  Surgery  — 

Special  Competehce  in  Pediatnc  Surgery 


NORMAN  K.  IMES,  MD 
JOHN  A JUERS,  MD 
DENNIS  M PARKER.  MD 

Diplomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  405  949-9400 

Oklahoma  City.  Oklahoma  73112 


RADIOLOGY 


RADIOLOGY  ASSOCIATES,  INC 


JAMES  T BOGGS.  MD 
ROBERT  SUKMAN,  MD.  FACR 
WILLIAM  R ALBRACHT,  MD 
ROGER  B COLLINS.  MD 
GEORGE  BEN  CARTER.  MD 
RICHARD  B PRICE.  MD.  FACR.  DABNM 
MICHAEL  A SARTIN.  MD 

Diplomates  American  Board  of  Radiology 


LINDBERGH  J,  RAHHAL.  MD 
RALF  E TAUPMANN,  MD 
GARY  G ROBERTS.  MD 
JOHN  R OWEN.  MD 
HAROLD  D DAVIDSON.  MD 
JAY  A.  HAROLDS.  MD,  DABNM 


X-Ray- Diagnosis  including  Ultra  Sonography,  Xeromammography. 
Radiation  Therapy  — Nuclear  Medicine 


204  Medical  Tower  Bldg 

400  Physicians  Professional  Bldg. 

700  Doctors  Medical  Bldg 


Baptist  Medical  Center  848-7741 

Bethany  General  Hospital  943-9646 

Deaconess  General  Hospital  946-9923 


PSYCHIATRY 


LARRY  PRATER,  MD 
Practice  Limited  to  Psychiatry 

Suite  704  Presbyteriah  Professional  Building  271-6677 

711  Stanton  L Young  Boulevard  Oklahoma  City.  Oklahoma  73104 

PSYCHIATRY 

Charles  E.  Smith.  MD,  FAPA,  FACP 
Robert  J Outlaw.  MD.  FAPA 
R Murali  Krishna,  MD.  MAPA 

Diplomates  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
Thurman  E Coburn,  PhD.  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW.  Clinical  Psychiatric  Social  Worker 
Suite  308  1211  North  Shartel  272-0734 

Physiaahs  & Surgeons  Building  Oklahoma  City  73103 


RADIOLOGIC  SPECIALTIES.  LTD 

4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City.  Oklahoma  731 16 
Practice  Limited  To  Whole  Body  CT  Scanning 
V.  C Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 

Diplomates  American  Board  of  Radiology 


SURGERY 


ROBERT  B HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Glaod 
544  Pasteur  Medical  Bldg  Phone  235-2341  Oklahoma  City 
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MICHAEL  E.  REIF,  MD 
Diplomate  American  Board  of  Surgery 
Fellow  Amencan  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appoinfmenf  755-1750 

4200  West  Memorial  Road  Oklahoma  City.  OK  73120  After  hours  232-8861 


SURGERY.  COLON  AND  RECTAL 


ROBERT  J.  CAPEHART.  MD 

2325  South  Harvard  Suite  306 

Tulsa.  Oklahoma  74114 

(918)  744-5817 

Practice  Limited  To  Colon  & Rectal  Surgery  and  Colonoscopy 


RECONSTRUCTIVE  AND  PLASTIC  SURGERY 


PARAMJIT  S BAJAJ.  MD.  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Cedified  Americah  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1211  N Shartel  235-6671 

Suite  600  Oklahoma  City.  Okla.  73103 


LEONARD  H BROWN.  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

6913  S t anton  Tulsa.  Oklahoma  74136  492-3964 


WILLIAM  J.  FORREST.  MD 
Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 


HERBERT  M KRAVITZ.  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive.  Cosmetic  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 


FRED  R MARTIN.  MD 
601  St  John's  Doctors  Bldg 
1705  East  19th  Street 
Tulsa.  Oklahoma  74104 
742-4851 

Diplomates  American 


JOHN  M.  CLARK.  MD 

810  Warren  Professional  Bldg 
6465  South  Yale  Ave 
Tulsa.  Oklahoma  74136 
492-6131 

Board  of  Plastic  Surgery 


UROLOGY 

GENE  T BAUMGARNER.  MD.  FACS 
Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 
Oklahoma  City.  Oklahoma  73120 

405  755-3723 

A de  QUEVEDO.  MD.  Inc 
Diplomate  of  the  Amencan  Board  of  Urology 

Suite  606 

1211  N Shadel  Oklahoma  City.  Oklahoma  73103 

232-1333 

JOSEPH  D.  PARKHURST,  MD 

7908  N W 23rd  Street 
Bethany.  OK  73008 

Suite  7 
495-6134 

BARNEY  J.  LIMES.  MD 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg- 
121 1 N.  Shartel 
Oklahoma  City 
Phone  235-0315 

PHILLIP  H WINSLOW.  MD.  FACS 
Diplomate  Amencan  Board  of  Urology 

Hours  by  Appointment  Medical  Plaza 

(405)  765-4620  123  Patton  Dnve 

Answering  Service:  (405)  765-5826  Ponca  City.  OK  74601 

Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 
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Tulsa  physician  C.  S.  Lewis,  MD,  has  been 
elected  treasurer  of  the  American  College  of 
Physicians  (ACP).  The  ACP  represents  54,000 
internists,  related  nonsurgical  specialists,  and 
physicians-in-training.  Dr  Lewis,  a clinical 
professor  of  medicine  at  the  University  of 
Oklahoma  Tulsa  Medical  College,  has  been  the 
ACP’s  local  leader  for  Oklahoma  and  a 
member  of  the  ACP  Board  of  Regents.  He  also 
has  served  as  president  of  the  Tulsa  County 
Medical  Society,  the  Oklahoma  State  Medical 
Association,  the  Tulsa  County  Heart  Associa- 
tion, and  the  Oklahoma  Heart  Association. 

The  American  Association  of  Foundations 
for  Medical  Costs  (AAFMC)  has  changed  its 
name  to  the  American  Medical  Care  and  Re- 
view Association  (AMCRA).  The  change  was 
designed  to  reflect  the  growing  role  and 
involvement  of  the  association.  AMCRA  is  the 
only  national  organization  representing  indi- 
vidual practice  associations  (IPAs),  health 
maintenance  organizations,  foundations  for 
medical  care,  preferred  provider  organizations, 
and  other  organizations  that  stress  profes- 
sional utilization  review. 

Guidance  center  services  are  now  being  of- 
fered to  residents  of  central  and  northeast 
Oklahoma  City  through  a pilot  project  of  the 
Oklahoma  City-County  Health  Department. 
Individual,  family,  and  group  therapy  sessions 
are  available  at  the  health  department,  921 
NE  23rd  Street,  through  June  30.  The  guid- 
ance system  is  geared  toward  preventing  men- 
tal illness  through  early  intervention.  De- 
partment officials  hope  the  project  will  lead  to 
the  development  of  a permanent,  fully  staffed 
center  serving  areas  that  until  this  time  have 
not  had  access  to  health  department  guidance 
services. 


A proposed  constitutional  amendment 
authorizing  the  federal  and  state  governments 
to  restrict  or  prohibit  abortions  was  opposed  by 
the  American  Medical  Association  (AMA)  in 
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comments  to  the  Senate  Subcommittee  on  the 
Constitution.  The  purpose  of  the  amendment  is 
to  overturn  the  decision  of  the  US  Supreme 
Court  holding  that  a woman  has  a constitu- 
tional right  to  an  abortion.  If  enacted,  the 
amendment  potentially  could  deny  women  a 
necessary  medical  procedure,  the  AMA  stated. 
It  also  could  establish  a national  policy  that 
gives  a fetus  the  legal  status  of  a person.  Under 
that  policy,  physicians  would  be  responsible  for 
the  welfare  of  every  fetus  whose  legal  and 
health  interests  would  be  equal  to,  but  possibly 
in  conflict  with,  those  of  the  woman  involved. 


The  1983  Physical  Therapy/Occupational 
Therapy  Directory  is  available  free  of  charge 
to  physicians  by  writing  to  OPTA,  PO  Box 
60395,  Oklahoma  City,  Oklahoma  73146.  The 
directory  contains  alphabetical  listings  of  re- 
sources by  city  and  by  facility. 

The  Western  Hemisphere  Nutrition  Con- 
gress VII  will  meet  August  7-11,  1983,  at  the 
Doral  Hotel  on  the  Beach,  Miami  Beach, 
Florida.  "Malnutrition:  Determinants  and 
Consequences”  is  the  theme  of  the  meeting. 
Sponsors  include  the  American  Medical 
Association’s  Food  and  Nutrition  Program,  the 
American  Institute  of  Nutrition,  Sociedad 
Latinoamericana  de  Nutricion,  Canadian  Soci- 
ety for  Nutritional  Sciences,  and  the  American 
Society  for  Clinical  Nutrition.  Nutritionists, 
biochemists,  physicians,  educators,  govern- 
ment officials,  and  others  will  gather  at  the 
meeting  to  examine  the  origins  and  conse- 
quences of  malnutrition  and  to  define  the  roles 
of  different  disciplines  in  solving  the  problems. 

The  Southern  Medical  Association  will  hold 
a Regional  Postgraduate  Conference  August 
19-21,  1983,  at  the  Hyatt  Regency,  San  An- 
tonio, Texas.  Attendees  may  choose  from  a 
wide  range  of  clinical  courses.  For  information 
on  conference  fees  and  registration,  contact 
Jeanette  Stone,  Southern  Medical  Association, 
PO  Box  2446,  Birmingham,  Alabama  35201. 
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The  weight  of 
objective  evidence 
supports  the  chnical 
efficacy  of 

Dalriiane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 
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Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  lor  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 
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(flurcizepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCl;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodicizepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Weu-nings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g..  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abmpt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdoscige,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCL 
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Dalmane*  [fiurazepam  Hci /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights : 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued."’ 
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